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of Equipment for 


PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION — Progressive 
Resistance Exercise Units, Walking 
Parallel Bars, Exercise Staircases, 
Posture Mirrors, Stall Bars, Pulley 
Weights, Shoulder Wheels, Bicycle 
Exercisers, Restorator, Kanavel Table, 
Manuflex, Supinator-Pronator, Wrist 
Cireumductor, Ankle  Exercisers, 
Quadriceps-Footdrop-Gastrocnemius 
Boots, Fold-Away Jim, Sayre Head- 
slings with or without scales, Invalid 
Walkers, Gymnasium Mats. 


PHYSICAL THERAPY—Shortwave 
Diathermy, Low Volt Generators, 
Infrared & Ultraviolet Lamps, Whirl- 
pool Baths, Full Body Hydrotherapy 
Tanks, Paraffin Baths, “Moistaire” 
Units, Ultrasonic Generators. 


DIAGNOSTIC APPARATUS—Chron- 
aximeters, Electromyographs, Dyna- 
mometers, Ergographs, Goniometers, 
Oscillometers. 


TEXTBOOKS—of interest to the 
physiatrist and physical therapist. 


ALL your needs supplied 
by ONE reliable source 


Send for your free copy of illustrated 
catalog +1051. Inquiries invited. 


Georgia Warm Springs Foundation 
GRADUATE COURSE 
Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 

This course is open to graduates of approved 
schools in physical therapy and occupational ther- 
apy. Such graduates must be members of the 
American Physical Therapy Association and/or 
the American Registry of Physical Therapists and 
Occupational Therapy Association. 

Tuition: None. For Scholarship to Cover 
Transportation and Maintenance, tact: Na- 
tional Foundation for Infantile Paralysis, 120 
Broadway, New York 5, New York. 

Entrance Dates: First Monday in January, 
April, July and October. 

Duration of Course: The Course is divided 
into two parts: 

Part I. Over-all care of convalescent polio 
with particular emphasis and special training 
in muscle testing and muscle reeducation. 

Part II. Particular emphasis and special 
training in functional testing and functional 
retraining. 

Each Part lasts three months and only selected 
students who have completed Part I will be ad- 
mitted to Part II. All students applying for Part 
I must be willing to remain through Part II if 
selected. 

For Information Write: 


Robert L. Bennett, M.D. 


Georgia Warm Springs Foundation 
Warm Springs, Georgia 


THE KABAT-KAISER INSTITUTE 
Ai Vallejo, California 


Announces 
THREE MONTHS’ POSTGRADUATE 
COURSES FOR PHYSICAL THERAPISTS 
IN TECHNICS OF NEUROMUSCULAR 
REEDUCATION 


Physical therapists must be members of the Amer- 
ican Physical Therapy Association, members of the 
American Registry of Physical Therapists, or qual- 
ified foreign physical therapists 
Courses start October 1st, January Ist, 
April 1st, and July 1st 


Number of students accepted is limited. Certificate 
given upon successful completion of the course. 


TUITION: $150 


Applicants should communicate with: 


Margaret Knott, Chief Physical Therapist 
Kabat-Kaiser Institute 


J.A.PRESTON <ozroration 


175 FIFTH AVE.-NEW YORK 10,N.Y.- ORegon 4-9044 


Vallejo, California 
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Is available through UNESCO 


For further information, see page 550 


TWO-WEEK MULTI-PROFESSIONAL 
INSTITUTE IN CEREBRAL PALSY 


Dates: January 21 - February 1, 1952 
Followed by 


THREE-MONTH POSTGRADUATE 
COURSE IN CEREBRAL PALSY 
(limited at this time to qualified physicians, 
physical and occupational therapists) 


Dates: February 4- April 25, 1952 


A professional statement of completion will be 
granted by Columbia University upon satisfactory 
completion of the three months’ course. 


Sponsored by 
THE COORDINATING COUNCIL FOR CEREBRAL PALSY 
IN NEW YORK CITY, INC 


In Cooperation with 
COLLEGE OF PHYSICIANS & SURGEONS, COLUMBIA 
UNIVERSITY, AND THE VARIOUS DIAGNOSTIC AND 
TREATMENT CENTERS OF GREATER NEW YORK 


For full information write 
Miss Marguerite Abbott, Executive Director 
Coordinating Council for Cerebral Palsy 
270 Park Avenue, New York 17, New York 


PHYSICAL THERAPIST 
wanted 
immediately 
at 
KADLEC HOSPITAL 
Richland, Washington 
(operated by General Electric Company 
for the 
Atomic Energy Commission) 
Kadlec Hospital is a completely modern 103- 
bed general hospital located in the Pacific 
Northwest. It is A.C.S. approved and offers 
very attractive salaries. Operated by G.E., it 
also has liberal employee benefits including 
sick leave, paid vacations, pensions, low-cost 
life and health insurance and stock bonus plan. 


For Details 
Wire Collect Name and Address 
Administrator 


KADLEC HOSPITAL 
RICHLAND, WASHINGTON 


|COORDINATION BOARD 


by SIFO 
Pieces 
Raised geometric forms 
and colors teach the 
child that things are 


Aids in the discrimina- 
tion and grouping of 
simple forms. Ages 114 
to 5 years. 


SEND FOR COMPLETE 
CATALOG! 
THE SIFO co. 


353 P Rosabel Street 
St. Paul 1, Minnesota 


UNDERWOOD MANUFLEX 


For 
HAND 
FINGER 
WRIST 
THERAPY 


Accepted by Council on Physical Medicine & Reha- 
bilitation. Hundreds are now in rehabilitation service. 


Typical Manuflex Installations: 
Institute for Crippled and Disabled, New York City 
Morris Memoria! Hospital for Crippled Children 
Lenox Hill Hospital, New York City 
Health Dept., Merck & Co., Mfg. Chemists 
No single picture conveys the ingenuity of the M 
Send for free ‘action’ pictures and other brochures. 
The Manuflex prepaid $20.00. Money uncondi- 
tionally refunded after 5 days’ trial if not satisfied. 
MANUFLEX OWNERS: Send for description of inexpen- 
sive new “Gym Kyt" to use with your machine. Compre- 
hensive, active exercises on apparatus designed to interest 
both children and adults. 


MANUFLEX CO. 


Dept. A, 2130 N. E. Klickitat + Portland, Oregon 
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The the Therapist 


Al Description of the Work in the Division of 
Crippled Children, Stale of Connecticut * 


The official announcement of an open competi- 
tive examination for the job of Senior Physical 
Therapist (Crippled Children) published by the 
Connecticut State Personnel Department describes 
the job as follows: 


“GENERAL STATEMENT OF DUTIES. Ad- 
ministers physical therapy to crippled pa- 
tients; does related work as required. 

“SUPERVISION RECEIVED. Works under the 
supervision of the Physical Therapy Super- 
visor in the division of crippled children in 
the State Health Department, who assigns and 
checks work for conformance with established 
procedures. 


“EXAMPLES OF DUTIES. Has charge of phys- 
ical therapy clinics, administering treatments 
as prescribed by the doctor in charge of the 
clinic center, including massage, light treat- 
ments, muscle training and corrective exer- 


Senior Psychologist, New York University Testing and Advisement 
Center, New York City. 


*This description of the Connecticut State program was one of the 
field survey reports submitted in conjunction with preliminary studies 
of the Student Selection Research Program, which is currently being 
conducted for the American Physical Therapy Association by the New 
York University Testing and Advisement Center under the direc- 
tion of William D. Glenn, Jr. A complete summary of their program 
appeared in the February 1951 issue of the Review. On the basis of 
this and many other similar reports, a job description of the physical 
therapist was written. This is available in printed form from the 
National office of the Association. 


Wallace Gobetz, M.A. 
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cises; instructs and demonstrates to patients 
the exercises which patients are to carry on 
daily at home; makes home visits to patients 
unable to attend clinics, advising and helping 
mothers give exercises to children; instructs 
public health nurses in giving physical ther- 
apy; maintains records and prepares reports.” 


The purpose of this report is to elaborate upon 
the foregoing by presenting a detailed description 
of the work of the physical therapy section in the 
Division of Crippled Children, Bureau of Maternal 
and Child Hygiene of the State of Connecticut. 


FULL-TIME STAFF ORGANI ATION 


The Connecticut Division of Crippled Children 

consists of : 

1. A chief (Pediatrician ) 

2. Two pediatricians plus two additional pedia- 
tricians for the special Rheumatic Fever 
Program 

3. Two orthopedic public health nurse consul- 
tants (who give supervision to eleven re- 
gional public health nurses of the Division 
of Crippled Children and Maternal and 
Child Hygiene regarding crippled children 
throughout the state. One consultant is re- 
sponsible for the eastern half and the other 
for the western half) 
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1. A medical social work supervisor (who by the chief of the division who encourages 


supervises a staff of seven medical social 
workers ) 

5. A speech therapy supervisor (who supervises 
three speech therapists ) 

6. A physical therapy supervisor (who super- 
vises four physical therapists and one occupa- 
tional therapist ) 

7. Clerical workers 


The physical therapy section consists of the 
physical therapy supervisor, four physical thera- 
pists and one staff occupational therapist. In addi- 
tion, there are two occupational therapists of the 
Connecticut Society for Crippled Children and 
Adults who work closely with the staff of the 
Division of Crippled Children. In consultation 
with a technical director of a physical therapy 
school, it was found inadvisable to assign physical 
therapy students because of expense to ad for 
lodging and laundry and transportation to the 
various physical therapy centers. 

The physical therapists participate in a number 
of staff meetings and conferences. The therapist 
is the one on the staff who develops a thorough 
knowledge of the patient through working closely 
with him for long periods. The physical therapist 
is encouraged to be more perceptive in acquiring as 
much knowledge about the patient as possible- 
his interests, problems and difficulties. This in- 
formation has been found valuable in his total 
care when brought to the conference group. The 
therapist also acquires a better understanding of 
the patient and of the functions of the other pro- 
fessions through the group experience of pooling 
information, and knowing what each one is to do 
toward the patient's progress. The following staff 
meetings and conferences may be classified as 
follows 


1. Monthly meeting of the Division of Crippled 
Children Staff. This meeting is attended by 
all those concerned with the professional 
work of the Division, including physicians, 
public health nurses, medical social workers, 
departmental nutritionists, occupational ther- 
apists, including those employed by the Con- 
necticut Society for Crippled Children and 
Adults, speech therapists, and physical thera- 
pists. The professional workers stress the 
team approach in treating the individual 
patient; they focus upon the total individual 
rather than merely upon the afflicted part and 
have achieved a high degree of functional 
integration in welding the unique contribu- 
tions of each professional worker into a uni- 
fied, cohesive whole. The discussion is led 


. Post-clinic 


the professional interchange of ideas. This 
is followed by a program of speakers, physi- 
cians, or other professional personnel from 
the staff or from outside agencies with whom 
the Division has worked. For example, the 
case of a patient may be presented by a team, 
with separate reports by the physical thera- 
pist, occupational therapist, medical social 
worker, and public health nurse consultant. 
Comments from other staff members are 
welcomed, and an analysis may be made by 
the physician connected with the case. Prob- 
lems or diagnosis, prognosis, and treatment 
are defined or reformulated in the light of 
the total presentation and discussion. 


. Monthly meeting of the physical therapy staff. 


This meeting is held in the afternoon of the 
same day on which the monthly Division 
staff meeting takes place. It is attended by the 
physical therapy supervisor and his staff to 
discuss new ideas or problems, present in- 
formation on new materials or technics, and 
consider policies and interprofessional rela- 
tionships. 

conferences. The Division of 
Crippled Children holds seven orthopedic 
clinics (usually referred to as DCC Clinics 
or Doctors’ Clinics) and one Cerebral Palsy 
Clinic each month. These clinics are held in 
seven different locations (Stamford Hospital ; 
Grifhn Hospital, Derby; William W. Backus 
Hospital, Norwich; Charlotte Hungerford 
Hospital, Torrington; Willimantic Hospital; 
Day Kimball Hospital, Putnam; and Dan- 
bury Hospital), each of which meets once 
a month. Each Division physical therapist 
attends those clinics in the area of the state 
assigned to him. The clinic staff usually con- 
sists of one orthopedist (employed on a part- 
time basis), one or more pediatricians, two 
public health nurses, one physical therapist, 
one occupational therapist (especially for 
cerebral palsy cases), one medical social 
worker, a speech therapist (on occasion), a 
secretary (who takes the doctor's notes and 
subsequently transcribes them), and volun- 
teer workers who assist in the clinic. 

A post-clinic conference of the profes- 
sional staff is held, participation in which is 
necessary to give and receive information for 
following through on the total care of the 
patient. The physical therapist’s progress re- 
ports to the physician are also of value to 
the other professional staff in planning for 
ultimate patient care. 
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. Area conferences. These conferences are 
attended by the medical social worker, public 
health nurse, occupational therapist, speech 
therapist, and physical therapist. A voca- 
tional rehabilitation counselor is asked when 
needed, as are various members of local 
social and health agencies. The aim of these 
conferences, which deal with the total pa- 
tient, is to help the professional workers to 
mutually understand the patient and how 
best each can be of help. 

5. Informal conferences. These are held on the 
spot when a problem arises that can be taken 
care of at a physical therapy center, Division 
of Crippled Children Clinic, or by a tele- 
phone consultation with one or more of the 
professional staff. 


WoRKING CONDITIONS 

Patients may be seen by the physical therapists 
at (1) the DCC orthopedic clinics previously 
described, (2) physical therapy centers, or (3) at 
home. There are eighteen physical therapy centers 
throughout the state, and each physical therapist 
travels to designated centers in the area in which 
he lives. The treatment center may be located in 
a hospital, in a visiting nurses office, or in the 
office of a school nurse. Hospitals generally furnish 
sheets and other basic supplies, but the physical 
therapist occasionally has to bring sheets and 
towels with him to the Visiting Nurse Association 
and school nurse's office. Three of the Division 
therapists are assigned to five treatment centers, 
and one is currently assigned to three centers. The 
therapist usually visits one center per day, and 
on occasion, two. He may visit the same center 
once or twice a week or merely once a month, 
depending upon the case load. If five or more pa- 
tients are registered in a local area in which no 
center exists, a new treatment center may be 
established; if fewer than five patients require 
attention, a center may be closed. 

Home visits are infrequent and sporadic, ranging 
from none to four per week. Usually the local 
public health nurse is notified and, if possible, 
makes the visit with the physical therapist. The 
primary aim of such visits is to check on home 
treatment, transmit written and oral instructions, 
and demonstrate treatment procedures to the par- 
ents. If someone in the home can build equipment, 
the physical therapist may provide him with the 
necessary plans. In general, the parents are en- 
couraged to make their own equipment, but where 
this is not possible the Division has the equipment 
built and makes it available on loan. Working con- 
ditions in the home may be difficult: the radio 
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may be blaring, siblings may run in and out of the 
room, the mother may be tense or excitable or un- 
cooperative, and there may be a lack of suitable 
furniture for relaxation or functional purposes. 

The physical therapist puts in a minimal seven- 
hour day from 8:30 A.M. to 4:30 P.M. on a five- 
day week basis. This includes driving time as well 
as treatment time. She travels from center to center 
in a car provided by the state, generally averaging 
about 1000 to 1100 miles per month. She travels 
in both good weather and bad, although a visit 
may be postponed if the weather is unusually 
inclement. Time off includes all legal holidays, 
15 days sick leave, and a vacation equivalent to 
15 working days. Sick leave is increased with 
length of serv’ 2s up to 90 days. There are oppor- 
tunities od medical, public health, and pro- 
fessionai mu tings in the state and for further 
education in the profession. The work of the 
Division of Crippled Children physical therapists 
differs from that of the therapists employed by 
visiting nurses associations in that in the latter 
(1) all the visits are home visits, (2) more visits 
are made per week, and (3) the territories are 
smaller. 


PATIENTS 


Most of the children receiving physical therapy 
are between 3 and 15 years of age, although a 
person up to the age of 21 is eligible. On infre- 
quent occasions an adult in excess of this age limit - 
may be accepted for care under the crippled chil- 
dren program for physical therapy where no local 
service is available. Children of ooth sexes and of 
all races, nationalities, religions, and educational 
and social backgrounds may avail themselves of 
the DCC services. Charge for physical therapy 
depends upon the ability of the family to pay. The 
medical social worker determines the amount to be 
paid. As indicated above, a patient may be seen 
at a treatment center, a DCC Clinic, or a home. 
Patients do not receive physical therapy at the 
clinics, the main function of which is to examine, 
diagnose, and prescribe. Home visits are usually 
limited to severely handicapped or homebound 
patients who either cannot travel or who would 
be excessively fatigued by travel. Transportation 
of patients to the treatment center is accomplished 
in various ways, the most common means being 
provided by (1) the parents in the family car, (2) 
the Red Cross Motor Corps, (3) visiting nurses 
associations, (4) Connecticut Society for Crippled 
Children and Adults, (5) private and public wel- 
fare agencies, and (6) voluntary services of 
friends, neighbors, churches, women’s clubs, and 
women's auxiliaries of hospitals. In some instances 
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the physical therapist phones for a taxi for the pa- 
tient, keeps a record of the number of patients so 
transported each month, and submits this record 
to the organization which pays the charge each 
month. 

Therapists treat an average of 8 patients per 
day at treatment centers. The time per treatment 
ranges from 20 to 60 minutes, with an average of 
30 minutes. This includes the time in giving mus- 
cle examinations. Since some patients are delin- 
quent in keeping appointments, it is customary to 
schedule more than 8 per day to take up the slack. 
For May 1951 a total of 687 appointments were 
made for physical therapy but 529 actually were 
kept because of illness of patient or parent, trans- 
portation difficulties, etc. The number of times 
a patient is treated by the physical therapist ranges 
from once a month to twice a week. A posture 
case is seen for two years on the average; polio and 
cerebral palsy cases may be seen for several years. 
An average of 59 patients are scheduled for a 
given DCC clinic, of which approximately one- 
third are seen by the physical therapist. The thera- 
pist presents progress reports and receives the 
orthopedist’s recommendations at this time. Some 
of the DCC patients who are referred for physical 
therapy receive it at a hospital or organization that 
has physical therapy as part of its service. This 
service is reimbursed by the Division of Crippled 
Children. The same reports and records are kept 
by the hospital or organization physical therapist as 
are kept by the physical therapist of the Division of 
Crippled Children. 

The types of disorders treated are quite varied, 
although most of them can be classified as either 
orthopedic or neurological disabilities. The follow- 
ing are illustrative: 


poliomyelitis fractures following hos- 
cerebral palsy pitalization 
abnormal posture, scoli- spina bifida 

osis and other spinal _ torticollis 

defects muscular dystrophy 
postural foot ailments — Erb’s palsy 
congenital deformities arthritis 
congenital dislocation of | Legg-Perthes 

hip encephalitis 
deformities following osteochondritis 

injuries epiphysitis 


Record KEEPING AND CLeRIcAL Duties 


An appointment card is filled out by the thera- 
pist and given to the patient either at the DCC 
clinic or at the physical therapy center. Penny post 
cards are used for appointments when the patient 
or the physical therapist is not available in person. 
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Treatment appointments for new patients are made 
at the DCC clinic following the physician's ex- 
amination and prescription for physical therapy. 
Such appointments are scheduled as soon after the 
clinic as possible, the period between clinic visit 
and treatment generally not to exceed one week. 
Subsequent appointments are made following the 
patient's visits to the physical therapy center. A 
patient is called delinquent when he fails to keep 
three consecutive appointments without justifica- 
tion. The delinquency is noted on the monthly 
attendance record on which are also listed the name 
of each patient treated, the total number of treat- 
ments scheduled, the total number of treatments 
given, and the dates of treatment. The delinquent's 
name is referred to the public health nurse in the 
area by the physical therapist, and the case is 
discussed with the DCC medical social worker for 
the area for further help if necessary. If the delin- 
quency is due to an illness or injury, the patient 
is re-examined by a physician before returning to 
the physical therapy center. The monthly attend- 
ance records are mailed into the main office on the 
evening of the last day of the month. They are 
available to the public health nurses and medical 
social workers as indicate. above. They also con- 
stitute a statistical record used in determining pa- 
tient load per physical therapist by the physical 
therapy supervisor for purposes of opening or clos- 
ing centers. 

Progress reports for physicians indicating the 
nature of treatment, the part treated, progress 
noted, and special problems presented are made 
by the physical therapist on each patient scheduled 
for a DCC clinic. This report is placed on the pa- 
tient’s medical record prior to his clinic visit. 
Progress reports per appointment are entered on a 
special form for each patient following his visit 
to the physical therapy center. Any failure to keep 
the appointment and the reason for this failure 
are also to be noted on this form. 

Diagnostic testing consists of manual muscle and 
functional acti ity testing; electrical testing is not 
performed by tne therapist. For polio cases muscle 
examinations are given once each month for the 
first six months; for recent polios, once every three 
months after that for one year; once every six 
months for two years; and once a year sub- 
sequently. The results of the examination are 
entered on a special muscle examination form. 
Muscle examinations are done on each cerebral 
palsy case as referred and every six months there- 
after, and entered on another special form. 

Physical therapy prescriptions are issued on each 
patient at the DCC clinic by the orthopedist. 
Usually the physician dictates his prescription and 
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the physical therapist present at the clinic makes 
appropriate entries on a prescription form which 
is then signed by the physician. Prescriptions for 
shoes are entered on a special foot form as directed 
by the physician. 

A separate file of patients is maintained at each 
physical therapy center. When not in use this file 
is kept confidential. The file includes a record of 
each active patient, with medical notes, progress 
reports, and copies of muscle examinations where 
indicated. It also includes a schedule of the pa- 
tient’s appointments (day and time). 

If patients are under the medical care of the 
Division of Crippled Children, the fees for physi- 
cal therapy are determined by the DCC area medi- 
cal social worker at a conference with the patient's 
family. Decisions regarding the fees to be paid by 
the private or non-clinic patients is considered with 
the agency referring the patient, and the patient. 
These fees are collected by the physical therapist 
when the patient attends the treatment center, 
and the patient is given a receipt. The therapist 
keeps a record of these transactions in a receipt 
book and deposits the money in a loca! bank or 
main office. A report of the physical therapist's 
daily visits, including the name and location of 
the center or clinic and remarks regarding his 
activities, is made out by the therapist each day. 
Each member of the DCC staff is required to send 
in the daily report sheets on the fifteenth and the 
last day of each month. A mileage report is filed 
by the physical therapist once a month. Entries 
include the date, starting and terminal points, 
speedometer readings on departure and arrival, 
actual miles run, and car expenses. Signed receipts 
for expenses over one dollar must be obtained and 
attached to the travel expense voucher. 


TREATMENT PROCEDURES AND EQUIPMENT 


The major modalities employed by physical 
therapists in the Division of Crippled Children are 
therapeutic exercise, massage, functional activity 
training, and muscle re-education. Hydrotherapy, 
radiant therapy, and thermotherapy may be utilized 
on occasion, but their use is relatively infrequent. 
The equipment used varies from center to center. 
Wherever possible the physical therapist makes 
use of existing equipment at the hospital provided 
for the hospital physical therapist, but may request 
special equipment for use at the center through the 
physical therapy supervisor. Removal of equipment 
from a center or loan of equipment for patient- 
use is accomplished by request of the therapist to 
the physical therapy supervisor for inventory pur- 
poses and justification for use. The physical thera- 
pist may improvise equipment when necessary, 
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but in general the aim is to avoid use of compli- 
cated, expensive equipment and to keep it as 
simple and practical as possible so that it may be 
used in the home. The items of equipment most 
frequently found at treatment centers are: treat- 
ment table, stall bars, posture mirror, finger ladder, 
shoulder wheel, parallel bars, mat, stairs, station- 
ary bicycle, skis, cerebral palsy stabilizer, walking 
ramp, standing table, deconl lamp, whirlpool 
baths, table and chairs. 

Emphasis is placed upon teaching the patient or 
the parent how to administer the treatment pro- 
cedure at home. An older person (parent, guard- 
ian, public health nurse, etc.), who will be respon- 
sible for seeing that the instructions are carried 
out, accompanies the patient to the physical ther- 
apy center wherever possible. The instruction takes 
the form of oral directions, written directions, and 
demonstration of each prescribed modality on the 
patient by the therapist. The patient or the parent 
is then asked to go through the procedure while 
the therapist observes. Discussion of available 
equipment at home or equipment that might be 
made at home for use of the patient in carrying 
out his program also takes place. Instruction in 
the proper use and care of appliances (braces, 
prostheses, splints, casts, crutches, wedges, etc.) 
is also given. Ill-fitting appliances or those in need 
of repair are brought to the attention of the super- 
visor or physician. Subsequent patient visits at the 
center or home have as two of their important 
aims the review of the patient’s performance of 
previous instructions, and the checking of appli- 
ances with regard to regularity of use, proper size, 
proper use, proper care of leather or padding, and 
lubrication of movable parts. 


DuTIES OF THE PHYSICAL THERAPY SUPERVISOR 


The major portion of this paper has been de- 
voted to a description of the duties of the staff 
therapist, with occasional reference to the physical 
therapy supervisor. It may be profitable at this 
point to recapitulate and redefine the supervisor's 
functions as follows: 

1. Administrative and technical supervision of 
the DCC physical therapists through staff 
meetings and visits to physical therapy 
centers. Orientation of new staff and staff 
education. 

. Administrative supervision of the occupa- 

tional therapist of the Division. 

3. Occasional attendance of DCC clinics. 

4. Attendance at DCC conferences regarding 
total patient care with representatives from 
other agencies also having an interest in 

the patient. 
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5. Assistance in planning programs and pro- 

cedures in the Division. 

6. Making of arrangements for the opening of 
new physical therapy centers and the closing 
of existing centers when indicated. 

. Ordering of equipment, films, books, litera- 
ture, etc., as requested by staff or as deemed 
necessary by the supervisor. 

8. Visiting of physical therapy departments in 
institutions, of which there are six, where 
physical therapy services are purchased for 
DCC patients, for purposes of discussing 
treatments, methods, reports, equipment, 
etc. 

9. Attendance at professional meetings (medi- 
cal conferences, conferences on public 
health, etc.). 

10. Occasional talks to lay groups and nurses 
regarding physical therapy aims and func- 
tions, with demonstration of techniques. 

11. Functioning as physical therapy supervisor 
consultant on request from hospitals, de- 
partments of education, other organizations 
regarding planning of physical therapy de- 
partments including equipment, staff, and 
personnel policies of staff and interdepart- 
mental relationships. 

12. Description of the physical therapy section 
of the Division of Crippled Children in 
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Connecticut to visitors in the public health 
field from the United States and other 
countries. 


PROFESSIONAL CONTACTS 


Contacts with allied professional workers are 
frequent and varied, as previously indicated in 
this report. Among the workers contacted the 
following deserve attention: other physical thera- 
pists, physicians, public health nurses, occupa- 
tional therapists, speech therapists, medical social 
workers, teachers, nutritionists, and representatives 
of the rehabilitation service of the state department 
of education, the county chapters of the Founda- 
tion for Infantile Paralysis, Connecticut Society 
for Crippled Children and Adults, Connecticut 
Cerebral Palsy Association, welfare agencies, social, 
civic, and fraternal groups. These contacts are 
effected chiefly at monthly meetings of the Divi- 
sion of Crippled Children staff, monthly meetings 
of the physical therapy staff, post-clinic confer- 
ences, area conferences, physical therapy centers, 
conferences, and informal get-togethers. The thera- 
pist is also encouraged to attend and participate in 
the Connecticut Chapter of the American Physical 
Therapy Association activities. The variety of these 
contacts is an eloquent testimonial to the integrated 
team approach to the total care of the patient 
exemplified by the Division of Crippled Children 
of the State of Connecticut. 


Temporalis Muscles 


Sidney M. Dawe 


We wish to submit a report of a case of polio- 
myelitis involving almost exclusively the muscles 
of mastication. The scarcity of material in current 
medical literature on the subject of paralysis of the 
masseter and temporalis muscles in anterior polio- 
myelitis should indicate that such conditions are 
unusual if not rare. We wish also at the outset 
to express our thanks to Mr. Henry O. Kendall, 
Director of Physical Therapy, the Children’s Hos- 


Senior Physical Therapist, Kern General Hospital, Bakersfield, Calif, 


pital School, Baltimore, Maryland for his helpful 
suggestions. 

The case, which was seen at the Kern General 
Hospital, Bakersfield, California in July of 1950, 
was that of a fourteen-year-old boy who was 
stricken while vacationing in a national park. He 
awoke one Saturday morning to discover that he 
had trouble closing his jaws. No other symptoms 
were apparent until the next day when vomiting 
and a rise in temperature occurred. Poliomyelitis 
Was not suspected until Tuesday when the boy was 
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Figure 1 


seen at home by his family physician who arranged 
for his admission at the hospital. 

A muscle examination showed definite weakness 
of the masseter and temporalis muscles. There 
was no apparent weakness of the right or left 
pterygoids as the patient could readily move the 
jaw laterally from side to side and also pro- 
trude it with force. The same was true with the 
suprahyoid muscles, since the jaw could be de- 
pressed against good resistance. In addition to the 
jaw weakness, there was neck, back, and ham- 
string tension and some weakness of both lower 
extremities. 

Hot packs to the neck, back, and legs, and exer- 
cises were prescribed. As the patient's appetite 
returned, he was served a light breakfast. When 
he attempted to eat his toast, he found it im- 
possible to bite through any part of it. Although 
able to close his jaws against gravity, there was 
little mastication power bilaterally. (See Figure 1.) 
The only pain felt was a slight tenderness over 
the masseter muscles. The patient was aware also 
of some difficulty in controlling his tongue which 
seemed to deviate toward the left side of the 
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mouth. This affected his speech but as an impedi- 
ment, it was hardly noticeable to those who were 
unfamiliar with the boy's normal speech. 

No additional symptoms were apparent until 
Friday evening of the same week when the patient 
was awakened by facial tremors and experienced 
some difficulty in swallowing. Within a few hours, 
however, these symptoms had vanished, leaving 
no weakness other than the previous degree of jaw 
and tongue involvement. After a stay of twenty- 
one days in the hospital, the patient's back and 
hamstring tension disappeared and there was a 
good return of muscle strength in the lower ex- 
tremities. Inasmuch as the patient was still able 
to close his jaw against gravity, he was discharged 
and placed on a restricted activity program. 

During the weeks that followed, the boy's 
mother applied hot packs to the jaw muscles, 
hoping to relieve the tenderness which persisted. 
However, when the patient returned to the ortho- 
pedic clinic for a check up the muscle tenderness 
and weakness were unchanged. The patient's 
mother was advised (1) to discontinue the packs 
on the assumption that the heat was relaxing the 
jaw muscles and allowing them to stretch, thus 


Figure 2 
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prolonging the pain and weakness, (2) to have 


a dentist check for occlusion to determine whether 
changes in the temporomandibular joints could 
be contributing to the pain and weakness, and 
(3) to secure an elastic chin support to be worn 
at night and part of the day. The patient was 
referred to a dentist who examined the teeth and 
found them to be in normal occlusion. The dentist, 
an orthodontist, constructed a jaw support con- 
sisting of thin strips of leather sewed together to 


Vol. 31, No. 12 


resemble a skull cap. (See Figure 2.) A rubber 
band was attached to each side of the head piece 
and these supported a plastic chin cup with just 
enough tension to lift the patient's jaw without 
forcing the teeth together. (See Figure 3.) After 
wearing this brace for several weeks the jaw 
tenderness completely disappeared. The muscle 
strength and tongue involvement have improved 
only slightly in the six or more months since the 
brace was first applied. When the patient works 
his jaw, as in chewing, each masseter muscle can 
be felt but not seen; the temporalis muscle cannot 
be seen nor felt. In order to chew toast or other 
firm foods, the boy is obliged to press his closed 
fist against his chin and gently “uppercut” him- 
self. Fortunately, he is determined not to succumb 
to the habit of jaw assistance in eating foods which 
his muscles are capable of acting upon with their 
own power. Incidentally, the patient claims that 
chewing lettuce in any manner is practically im- 
possible. Despite such mastication handicaps this 
boy continues to maintain his normal weight and 
appears to be in perfect health. The only visible 
sign of atrophy is a slight depression over each 
temporal area. 


Conclusions which could be drawn from this 
case: 

1. The importance of at least part time support 
of a jaw in masseter and temporalis weakness 
irrespective of whether the muscles can lift the 
jaw against gravity. 

2. The possibility of harmful relaxation and 
stretching p ae to the use of hot packs on weakened 
antigravity jaw muscles. 

3. The importance of testing for faulty occlu- 
sion of the teeth due to changes in the tem- 
poromandibular joints. 
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The Use of Faradism in the Rehabili- 


Max V. Weinstein, M.D., and Alan Gordon, B.S. 


Hemiplegia is so prevalent and so involved, that 
its care and treatment frequently tax our knowl- 
edge and ingenuity. At the present time there are 
about 1,250,000 people in the United States 
affected by this disabling condition. More and 
more recruits are constantly joining this vast army. 
Age, race, and social status are no basis for exemp- 
tion. The multiplicity of symptoms, the serious 
underlying pathologic changes, the sudden im- 
pending dangers, the subsequent chronic disabili- 
ties, the mental as well as physical involvements, 
present a challenge to the physician and those that 
assist in the care of these patients. 

Our objective is to restore the afflicted individual 
to the best possible status. In view of the difficulties 
with which we are confronted, we feel that any 
method that will contribute to near total rehabili- 
tation should be employed. The physiatrist and 
his associates should work side by side with the 
physician in charge of the case. We must realize 
that all physical medicine and rehabilitation should 
fit in with the over-all treatment of the hemiplegia 
and the underlying pathologic alterations. 

It is our opinion that the following procedures 
should be employed in the treatment and rehabili- 
tation of hemiplegics: 

1. The utilization of sandbags, foot boards, bed 
boards, splints, and other devices to keep the in- 
volved extremities in neutral positions to avoid 
deformities. 

2. Early active and assisted motion of involved 
extremities through a full range of motion several 
times daily. 

3. Active and resistive exercises of the unin- 
volved extremities. 

4. Reciprocal exercises of all extremities. 

5. Utilization of a trapeze to facilitate motion 
in and out of bed. 


Max Weinstein, M.D., King’s County Hospital; Department of 
Rehabilitation and Physical Medicine, Jewish Sanitarium and Hospital 
for Chronic Diseases; Department of Physical Medicine and Reha- 
bilitation, Brooklyn Hebrew Home and Hospital for the Aged. 

Alan Gordon, New York City Department of Health, Cerebral Palsy 
Unit, P.S. 118, Hollis, Queens, N. Y. 

*Read before the Eastern Section of the American Congress of Phys- 
ical Medicine at the Philadelphia General Hospital, April 28, 1951. 


6. Ambulation facilitated by use of parallel 
bars, walkers, crutches, canes, braces, splints and 
other devices. 

7. Occupational therapy employed with particu- 
lar attention to the reinforcement technics. 

8. Postural exercises and gait training, prevent- 
ing circumduction by appropriate heel and sole 
lift to shoe of uninvolved extremity. 

9. Speech therapy employed in cases of aphasia. 

10. Faradism. 


For purposes of publication we have condensed 
the portion of our article that elaborated upon the 
first nine methods of treatment outlined above. 

We feel that faradic stimulation should be em- 
ployed in the treatment of hemiplegia. Consider- 
able study and research are essential before reach- 
ing any scientific conclusions. We wish to report 
a small series of twenty cases of hemiplegia where 
we have employed faradism as an sdjunct to the 
other methods of treatment. We felt it to be of 
value as an aid in muscle re-education and in help- 
ing to overcome certain fixed attitudes which most 
hemiplegics tend to develop. We found it valuable 
in combatting foot drop with its accompanying 
tight tendo Achillis, in tlexion of the fingers and 
similar conditions. It also has psychological value. 
When a patient sees motion which he has con- 
ceded as lost, he is encouraged to continue to strive 
for further improvement. 

Cumberbatch stated: “The physiological proper- 
ties and therapeutic uses of the faradic current are 
in general the same as those of the quick sinusoidal 
current. The secondary current provides a succes- 
sion of stimuli, each being .001 second long, if 
the length of the secondary winding is relatively 
short; and a little longer, .002 or .003 second, if 
the length of the secondary is longer. In the case 
of the quick sinusoidal current the duration of 
each stimulus is .002 to .005 second.” 

Mennell stated: “Two minutes of education 
with a faradic current is often sufficient to accom- 
plish what could not be done in any other way in 
two hours.”” Krusen agreed with Mennell on this 
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point. Muscle setting exercises are often extremely 
valuable and are frequently preferable to electrical 
stimulation. The problem is to teach the patient 
how to accomplish this. By means of faradism the 
Operator can contract the proper muscles several 
times until the patient masters the ability to per- 
form the contraction voluntarily. 

Cumberbatch employed the faradic current for 
cases where portability was a factor, such as in 
home cases. In hospitals, where a great deal of 
therapy was to be administered, he thought that 
rapid sinusoidal was more suitable. 

Krusen stated that in his opinion there was 
little choice between a good faradic coil and a 
sinusoidal apparatus for most cases in which stimu- 
lation of muscles was needed. 

Smart has endorsed the use of faradic stimula- 
tion in cases of cerebral and spinal paralyses. He 
felt that this was comparatively an unexplored 
field but that the results of these treatments 
accelerated recovery. 

Friedman has recommended mild faradic stimu- 
lation to be initiated two to three weeks following 
the onset of hemiplegia. ‘The electrical stimula- 
tion is best applied to the antagonists of the con- 
tracted muscles several times daily for four or 
five weeks.” 

Both the faradic and the rapid sinusoidal cur- 
rents can produce tetanizing effects in muscles. 
We have employed the faradic modality in our 
study because many of these patients were treated 


at home and we found this machine very conven- 
ient for portable use. 

The faradic or rapid sinusoidal currents bring 
about a sustained tetany of the muscle stimulated. 
If applied to the motor point of the extensor 
digitorum communis of the forearm for several 
seconds, the wrist and fingers will assume an atti- 
tude of sustained extension. This has the added 
advantage of stretching the soft tissue. The patient 
should be in a relaxed recumbent position. The 
dispersive electrode should be placed on the unin- 
volved palm. The intensity of the current is 
gauged by the reaction of the musculature in the 
normal limb. 

In our series we stimulated only those muscles 
we wished to strengthen. We concentrated mainly 
on the extensors of the fingers and wrist on the 
upper extremities, and on the anterior tibials and 
the peroneals of the leg. 

We employed faradism until we found that the 
flexor opponents had relaxed somewhat. This 
relaxation required about ten stimuli to the ex- 
tensor area in most cases; however, we found in- 
dividual variations. By relaxation we do not wish 
to convey the impression that the spasticity of the 
flexor was entirely elimincted, but rather that it 
was sufficiently diminished to facilitate muscle 
training. 

It has been our experience that the combination 
of appropriate faradism and muscle re-education 
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SumMarY CHART 


Twenty Cases or HemMIPLeGia 


PT Status Before P.T. Time for 


Final Status 


Case Maxtam | 
No Name Sex Age Side Etiology | Started | Upper Lower Resale Upper Lower 
1 FP M 55 L T 9M F F 3M G | G 
2 M.E F 38 L Em 12M F G 6M SG i «¢ 
3 J.H M 60 R T 1M G G 1M 
4 LS F 30 L Em 2M F F 7M E E 
5 M.H F 11M R 2 11M F P 3M G F 
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7 B.G M 53 R T 2%4)M Pp | P 3M F F 
8 JL M 58 I T 1M G | G 2M G b 
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13 R.M M 2 I T&Enc | 11M P P 9M i F 
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20 D.D M 60 R T 10D F | F 6M | F G 


| q 
q 

4 


Vol. 31, No. 12 


can “pinpoint” the treatment to the desired muscle 

groups. The result obtained is thus more specific. 
We have summarized our series of twenty cases 

of hemiplegia. (See Table 1.) The results have 

been classified in a functional manner as follows: 

P — Poor or negligible function. 

F — Fair or slightly observable function. 

G — Good or definite function. 

E — Excellent or complete function. 


The etiology of these cases is subdivided in the 
following manner: 


Em — Cerebral embolus 5 cases. 

T —Cerebral thrombosis 12 cases, one had 
two seizures. 

Enc — Encephalitis 1 case, also had 
thrombosis. 

CA — Cerebral aneurysm 1 case. 

? — Etiology unknown 2 cases. 


Most of the headings of Table 1 are self- 
explanatory. However, others may require some 
clarification: 

P.T. Started—The lapse of time from the onset of 
the lesion to the first physical therapy treatment 
in days, months and years. 

Time for Max. Result—The time necessary to 
achieve the optimal result in that individual case. 
L — Left sided hemiplegia 6 cases. 

R — Right sided hemiplegia 14 cases. 


The patients in this series were treated twice 
weekly. 
Final Summary 


Hemiplegia presents so many variable factors 
that it is difficult to evaluate any therapeutic 
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TABLE 2 


SUMMARY CHART—FUNCTIONAL RESULTS 


Upper Extremities Involved 
Status Prior to Therapy Maximum Result 


Poor 6 cases Poor 1 
Fair 5 
Fair 10 cases Fair 4 
Good 5 
Excellent 1 
Good 4 cases 1 
Excellent 3 


Lower Extremities Involved 
Status Prior to Therapy Maximum Result 


Poor 5 cases Poor 
Fair 
Good 

Fair 8 cases Fair 
Good 
Excellent 

Good 6 cases Good 


Excellent 


approach. However, the involvements are so com- 
plex and far reaching, that all applicable modalities 
should be employed in each case. From a critical 
appraisal of this series and many other cases as 
yet unreported, we must come to the conclusion 
that faradism is a valuable adjunct in the rehabili- 
tation of hemiplegics. 
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During winter military operations, there have 
been heavy tolls in casualties which are not the 
result of shell fire, but rather the result of failure 
or inability to properly prepare for or cope with 
the elements of the environment. Cold injuries, 
including trench foot and frostbite, have conse- 
quently influenced the course of many military 
operations. They have accounted for heavy tolls 
in the Napoleonic wars, World War I, World War 
Il—the German winter operations, the Italian 
Campaign, and the Battle of the Bulge—and most 
recently, in the Korean conflict through the winter 
months of 1950-51. Until cold injuries can be 
prevented by equipping the fighting forces with 
clothing or inventions which will resist extremely 
low temperatures, and until the individual combat 
soldier becomes completely aware of the care to 
be exercised in the prevention of cold injuries, the 
treatment of these casualties will present a major 
problem to the medical services of the Armed 
Forces. 

On December 1, 1950 Osaka Army Hospital in 
Japan was designated as the center for the treat- 
ment of cold injuries resulting from the Korean 
conflict. Some 4,216 patients were admitted and 
treated for cold injuries at this center from Decem- 
ber 1, 1950 to April 1, 1951. Of this number 
1,131 were treated for frostbite; the remaining 85 
were treated for trench foot, immersion foot, or for 
hyperhidrosis. In addition to the medical problem, 
of damage to the circulation and tissue incurred 
through the injury, it was imperative to consider 
the maintenance and early restoration of function 
to the injured extremities. To meet these latter 
needs in treatment, physical therapy was com- 
menced simultaneously with other treatment for 
the patient, or as soon after admission to the hospi- 
tal as was possible 

It is the responsibility of the physical therapist 
From the Cold Injury Section, Osaka Army Hospital. The opinions 
expressed in this article are those of the author and are not to be 


considered to reflect the official views of the Department of the 
Army 


Physical Therapy Staff, Osaka Army Hospital, Osaka 


Japan 


Captain Mary Ellen Sacksteder, WMSC, A.U.S. 
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during this very early program of treatment of 
cold injuries to insure that each patient maintains 
normal range of motion, or as near to normal 
range of motion as may be achieved, in all in- 
volved joints and related joints of the injured ex- 
tremity. It is also the physical therapist's responsi- 
bility to instruct and supervise each patient in a 
program of exercise to minimize the degree of 
atrophy resulting from long periods of bed rest, 
and to observe the patients for correct positioning 
of the extremities while at bed rest to prevent de- 
formities which may result unnecessarily through 
muscle contractures. Programs of exercises specif- 
ically designed to promote better circulation in the 
injured extremities are also initiated and routinely 
carried out by many of the patients. 

Basically, the goals,in an early physical therapy 
program for patients with cold injuries are not 
unlike those in any program of functional activity. 
which is wisely initiated early for other types of 
extremity injuries such as fractures, soft tissue 
wounds, peripheral nerve injuries, and burns. It 
has been our observation that, unless contraindi- 
cated, therapeutic exercise for all patients with in- 
juries to the extremities cannot begin too soon in 
order to surpass the psychological reaction to injury 
incurred in battle, and to prevent the subsequent 
mental alienation of the extremity which tends 
to follow this reaction. 

It is essential to the individual and to the econ- 
omy and efficiency of the Armed Forces that the 
recovery of the patient be as completely normal and 
as rapid as possible. Therefore it follows that very 
early efforts should be made to maintain or to 
restore the normal functions of the injured ex- 
tremities through therapeutic exercise programs 
designed to achieve this purpose, since exercise in- 
creases circulation and therefore allows for more 
rapid healing. This, in sequence, should mean 
quicker recuperation, easier rehabilitation, and 
should hasten the restoration of the individual to 
duty status. 

From the first day that the physical therapist in- 
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Figure 1. Jan. 16, 1951 


structs, supervises, and assists the patient in his 
therapeutic exercise, he is advised to carry out as 
much of this program as possible without assistance 
for 10 to 15 minutes of every waking hour. It is 
important that the patient readily recognize his 
responsibility in maintaining and regaining func- 
tion of the injured extremities; his cooperation is 
necessary for effective recovery. The physical thera- 
pist, if her schedule allows, supervises and assists 
each patient through the entire program daily or at 
least on alternate days. The nursing staff, alerted 
to the importance of this phase of treatment, sees 
that the patient maintains proper position of the 
extremities, and cooperates in encouraging the pa- 
tient to exercise as he _.:s been instructed. 

The functional act: vity program must be individ- 
ualized to meet the needs of each patient. That 
these needs may be better realized, it is well to 
define and describe cold injuries in accordance with 
their classifications; that is, by the changes that 
occur in the peripheral circulation and tissues of 
the extremity. The potential functional disability 
or physical therapy problem in the treatment of 
these patients may be estimated by the extent or 
degree of damage to the circulation and tissue. 

“Frostbite” is classified as either “high altitude 
type” or “ground type.” Both are incurred in 
below freezing temperature, usually below zero 
degrees Fahrenheit. In frostbite the tissues are 
actually frozen. All injuries treated at the Cold 
Injury Section of Osaka Army Hospital were of 
the “ground type.” 


Several classifications of frostbite exist. The 


simplest classification divides ‘‘ground type” frost- 
bite into four degrees. 

First degree frostbite produces only a numbness 
and erythema. It is a relatively minor injury, which 
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Figure 2. Feb. 7, 1951 


within 10-14 days, is usually completely resolved. 
Active normal range of motion exercise of the 
involved extremities is commenced simultaneously 
with other treatment, although loss of motion is 
not necessarily a serious problem as the condition 
responds rapidly to treatment. The patient needs 
only early encouragement to use his extremities 
normally. 

The second degree frostbite produces partial skin 
thickness vesicles; by definition, it involves only 
partial thickness of the skin. Usually affected sites 
for this degree of injury are the medial distal por- 
tion of the great toes, the lateral aspect of the fifth 
toes, and the fingers. When the part thaws, the 
injured area develops a light bluish-red color or 
may have a transparent waxy appearance. Within 
6-24 hours after thawing a vesicle appears at the 
site of the injury. Initially, the content of the 
vesicle is liquid but within 24 to 40 hours it be- 
comes gelatinous. The vesicle collapses and dries, 
forming a hard, dry, brownish-black eschar. The 
eschar shells off, revealing a thin, bluish-pink in- 
tact skin. This healing evolves in approximately 
two weeks. Second degree frostbite looks very 
similar to third degree, but the latter (See Figures 
1, 2.) invariably has a central ulcer extending 
through full thickness of the skin when the eschar 
is removed. Second and third degree frostbite may 
occur on the same extremity, the third degree 
occurring toward the distal portions of the digits. 
(See Figures 3, 4, 5.) 

Soon after this patient is seen by the medical 
officer his program of active exercises of the in- 
volved digits is begun. The physical therapist may 
have to initiate the activity with passive or assist- 
ive exercise to encourage the patient to move the 


injured parts. Soft sponge rubber or rolls of 
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Figure 3 


elastic bandage may provide resistance to maintain 
and increase strength of the finger flexors. For 
toes and ankles, manual resistance may be applied 
by the physical therapist, and pillows may be used 
as objects of resistance for toe flexors and plantar 
flexors of the foot. The patient is also instructed 
in dynamic tension type of exercise whereby he 
pretends a resistance to motion in order to obtain 
strong muscle contraction while moving the in- 
volved joints through the range of attainable mo- 
tion. Passive stretching of muscles which tend to 
develop contractures may be necessary. Contrac- 
tures in the injured extremities are prone to de- 
velop in the finger flexors and extensors, the 
plantar flexors and invertors of the foot, and in 
the toe extensors. If the patient requires specific 
exercises to improve or assist the circulation in the 
extremity, Buerger-Allen exercises may be pre- 
scribed for this purpose by the medical officer. 

A third degree frostbite, by definition, involves 
a full thickness of skin extending by variable de- 
grees into the subcutaneous tissue. The most com- 
mon sites for this degree of injury are the great 
toes, second toes, heels, and fingers. Upon thaw- 
ing of the part a purplish-red or steel-blue dis- 
coloration develops over the site of injury. A 
vesicle may or may not develop. If a vesicle does 
form, its wall is much thicker than the second de- 
gree type, and by palpation one obtains the impres- 
sion that he is pressing through a full thickness 
of skin and fluid into subcutaneous tissue. The con- 
tents of the vesicle become gelatinous within 
24 hours after the vesicle is formed. The vesicle 
dries into a hard thick eschar. (See Figures 9, 
10, 11, 12.) 

As mentioned before, third degree frostbite may 
occur with second degree frostbite in a single ex- 


Figure 


Figure 5 


tremity. It may be present also with fourth degree 
frostbite in the single extremity. 

Third degree frostbite varies from the second 
degree only in that where there is more extensive 
damage to circulation and tissue, the involvement 
of the joints of these extremities is more severe. 
The program of exercise, therefore, requires more 
intensive planning and supervision to allay deform- 
ities which may develop and to insure maintenance 
and restoration of function in the injured ex- 
tremities. If both third and fourth degree frostbite 
are present in the same extremity, Buerger-Allen 
exercises for circulation are not prescribed by the 
medical officer. 

In a fourth degree frostbite the involvement 
extends down to and may even include bone. The 
most common site for this injury has been the 
distal third of the foot (See Figure 6.). A short 
time after thawing, the skin of the distal third of 
the foot becomes cold to touch in contradistinction 
to the warmth that is maintained in third degree 
lesions. The color of the injured part may range 
from a grayish-blue color to a dark purplish-red 
one. Thin-walled bullae are commonly present over 
the dorsum and sole of the foot at the proximal 
periphery of the severely injured part. The posi- 
tion of the bullae is of prognostic significance, 
usually indicating severe damage to those tissues 
distal to it. The bullae usually develop in 12 to 
24 hours after thawing. No vesicles are seen on the 
distal portions of the toes or parts that have in- 
curred a fourth degree frostbite. Edema of the 
entire foot or part is most common, usually de- 
veloping within 3 hours after thawing. 

As in frostbite of lesser degree, active exercises 
of the extremities with fourth degree frostbite are 
started early and maintained through the total 
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Figure 6 Figure 7 


course of treatment. Buerger-Allen type of exercises 
to increase circulation of extremities are not pre- 
scribed by the medical officer for these patients be- 
cause of the extensive necrosis of tissue (See 
Figure 7.). Edema presents an even greater prob- 


Figure 9 (above) 
Figure 11 (below) 


Figure & 


lem requiring careful observation of the position- 
ing of the extremity. Where amputation ts neces- 
sary, patients are very carefully supervised to main- 
tain normal range and strength of motion in the 
adjacent joints of the extremity. (See Figure 8.) 


Figure 10 (above) 
Figure 12 (below) 
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All degrees of frostbite may be present in a 
single extremity. The most distal part of the ex- 
tremity is usually the most severely damaged. The 
determination of degree of frostbite cannot be 
made in the first few hours after thawing since 
all cases have a similar appearance at that time. 
The differentiation can seldom be made until 24 
hours or more have elapsed. 

Pain with frostbite is not a characteristic symp- 
tom of the injury. When a patient is reluctant to 
promote motion in the injured extremity, he fre- 
quently develops a tension type of pain or discom- 
fort throughout the extremity. When assistive ex- 
ercise is initiated and voluntary motion elicited by 
the patient, the pain readily diminishes. 

A tabulation of 1,878 clinical summaries of 
frostbite treated at the Cold Injury Section of 
Osaka Army Hospital produced the following per- 
centages respecting the diagnoses of the degree of 
the frostbite injuries: first degree 26 per cent; 
second degree 27 per cent; third degree 35 per 
cent; and fourth degree 12 per cent. 

Trench foot usually occurs at temperatures near 
freezing or up to 50 degrees Fahrenheit. By pro- 
longed exposure to cold and dampness, changes in 
peripheral circulation and tissue result. Normal 
range of motion exercises for toes are a necessary 
program of treatment. If the patient is kept at bed 
rest, it is important to observe that he also carries 
out the routine of normal range of motion exercises 
for the ankles, and does not allow a plantar flexed 
position of the foot to occur. Buerger-Allen exer- 
cises to promote better venous circulation in the 
injured extremity may be prescribed by the medical 
ofhicer 

The early physical therapy treatment of immer- 
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sion foot follows the same procedure as that for 
trench foot. For hyperhidrosis the exercises pre- 
scribed are intended particularly to increase the 
circulation in the affected extremities. 


Summary 


At the Cold Injury Section of Osaka Army Hos- 
pital some 4,216 patients received treatment for 
cold injuries from December 1, 1950 to April 1, 
1951. 

The physical therapy treatment for each patient 
was initiated at the bedside simultaneously with 
other treatment. 

This early physical therapy treatment was an 
individual program of therapeutic exercise in- 
tended to maintain and to restore the functional 
effectiveness of the injured extremity. 

As in the early treatment of other injuries of the 
extremities, the early motion of the involved seg- 
ments was realized to be essential in the mainte- 
nance of joint motion, the prevention of deformi- 
ties, the minimizing of the degree of muscle 
atrophy, as a stimulating factor to circulation, and 
for the early functional restoration and over-all 
recovery of the individual. 
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garet Rich, WAC, Osaka Army Hospital. 
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able quantities: 


PHysICAL THERAPY—lIs THIS THE Door TO YOUR 
FuTuRE?—An illustrated brochure describing the 
opportunities for a career in physical therapy. 


APPROVED SCHOOLS OF PHYSICAL THERAPY—A 
list of schools approved by the Council on Medical 
Education and Hospitals of the American Medical 
Association. 


SUGGESTIONS FOR PROSPECTIVE STUDENTS—Out- 
lines the professional course of study for college 


Our AssociATION—An informational booklet on 
the activities, scope and services of the American 
Physical Therapy Association. 


Cope oF ErHics—Ethics for the physical therapis: 
of the American Physical Therapy Association. 


PERSONNEL POLICIES FOR QUALIFIED PHYSICAL 
THERAPISTS—Suggestions as to salary, hours, vaca- 
tions etc. by the American Physical Therapy Asso- 
ciation. 

INFORMATIONAL BRIEFS ON SCHOOLS OF PHysI- 
CAL THERAPY—Admission requirements, costs of 
education and pertinent information on all ap- 
proved schools. 


SECTION ON EpuCATION—A list of postgraduate 
programs offered by the approved schools and a 
list of specialized courses for physical therapists. 


RECRUITMENT PosteR—Attractive, colorful, 


WHICH A FEE MUST BE CHARGED: 
Scientific Reprints 


THE PHysicAL THERAPY DEPARTMENT FROM AN 
ADMINISTRATOR'S VIEWPOINT—Joseph Peters 
(No charge) 


THE Drop Pack FoR Moist Heat—Adeline E. 
Doing (No charge) 


THE PHysicaAL THERAPY REVIEW 


THE FOLLOWING INFORMATIONAL MATERIAL AND ARTICLES ON PHYSICAL 
THERAPY ARE AVAILABLE WITHOUT CHARGE: 


Available to chapters, interested individuals and prospective students by single copies or in reason- 


Available to chapter chairmen, vocational guidance counsellors, libraries and other individuals or 
groups who wish more information on physical therapy than is offered in the above items: 


MEMBERS, STUDENT MEMBERS OF THE ASSOCIATION AND LIBRARIES MAY HAVE 
ONE FREE COPY OF EACH SCIENTIFIC REPRINT FOR WHICH THERE IS A CHARGE 
EXCEPT THE SPECIAL ISSUES OF THE REVIEW AND OTHER SPECIAL MATERIALS FOR 


(Continued on page 542) 


students preparing for physical therapy. Of value 
to the high school student who is planning a col- 
lege program. 


EMPLOYMENT OpporTUNiITIES—A brief analysis 
of the various types of employment opportunities 
open to the graduate physical therapist. 


QUESTIONS AND ANSWERS—A concise outline de- 
scribing physical therapy education and applica- 
tions. 


throw-away bulletin board poster to help vocational 
guidance and recruiting. 


BLUEPRINT FOR CHAPTER RECRUITING ACTIVITIES 
—Suggestions for recruiting programs listing 
methods, materials and an outline for a vocational 
guidance talk. 


Jos OF THE PHysicaL THERAPIST—A complete 
description of what the physical therapist does, 
where he works and how he functions in the pro- 
fessional field as well as what type of individual 
he is. (Single copies are free to counsellors, li- 
braries and chapters; additional single copies 50c 
each, 10-25 copies 35¢ each, 25 or more copies 25¢ 
each. ) 


U. S. Army, U. S. AIR FoRCE AND VETERANS 
ADMINISTRATION PAMPHLETS—Separate folders 
listing education, employment or service opportun- Y 
ities in each organization. 


PHysiICAL THERAPY IN STATE CRIPPLED CHIL- 
DREN'S PrRoGRAMS—Mildred ]. Allgire 
(No charge) 


THE ROLE OF THE PHYSICAL THERAPIST IN THE 
TOTAL CARE OF THE CHILD—Jalivs B. Richmond, 
M.D. (No charge) 
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‘i EpirortAL Boarp wishes to extend the congratulations of every member of the American 
Physical Therapy Association to Mildred Elson on her recent election as first president of the World 
Confederation for Physical Therapy. It is a well deserved honor in recognition of the interest and en- 
thusiasm which Miss Elson has given to the founding of this organization in the past few years. 
The forceful part which she, as our representative, has played in provisional planning has contribu- 
ted to the establishment of a sound, progressive, truly international body. We are convinced that the 
Confederation will become increasingly important in the expansion and growth of the profession of 
physical therapy. We are proud that the American Physical Therapy Association, through its Ex- 
ecutive Director, has been accepted as an international leader. 


This places on each member the greatly increased responsibility for assuring intelligent, far- 
seeing action on the part of our Association. Our obligations in the matter of policy and behavior 
now assume world significance. As never before, we must constantly work toward a dynamic and mean- 
ingful use of our determination to maintain standards of conduct, education, and qualifications 
which will further the progress of the profession of physical therapy. 


We wish the new organization and its officers long life and success, fully realizing that this 
will be achieved only in so far as each member of the American Physical Therapy Association assumes 
his responsibility to the objectives of the World Confederation for Physical Therapy. 


Bon the annual registration and examination fees of the American Registry of Physical 
Therapists were raised this year without explanation or prior notice. The registration fee was raised 
one dollar and the examination fee five dollars, making them three and fifteen dollars respectively. 


Although the American Physical Therapy Association has a representative on the Advisory 
Board of the Registry, this was never brought to her notice. It is appreciated that costs rise, but 
it is also felt that the need for additional revenue should be shown to the registrants and to the 
schools. 


The Registry is a nonprofit voluntary organization as is the Association. A basic difference is that 
the Association is a professional organization in which the members themselves, through their votes, 
establish bylaws, elect officers, and determine the amount of dues to carry out the many activities and 
services which have developed the profession. 
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Mildred Elson 


World Confederation for Physical 
Therapy 


The Inaugural Meeting of the World Confeder- 
ation for Physical Therapy took place on Saturday, 
September 8, 1951, in Copenhagen. 

Sixteen countries were officially represented and 
140 delegates and observers were present at the 
Meeting, which lasted, with a recess for lunch, 
from 10 A.M. until 4:30 P.M. 

The Minutes of the Inaugural Meeting and the 
Constitution of the World Confederation for Phys- 
ical Therapy will be circulated as soon as possible 
to every association which sent a delegate to the 
Meeting. 

The recognized physical therapy organizations 
in the following countries have been accepted as 
Founder-Members of the World Confederation 
for Physical Therapy: Australia, Canada, Denmark, 
Finland, Great Britain, New Zealand, Norway, 
South Africa, Sweden, United States of America, 
and Western Germany. 

It is hoped that several other European countries 
may shortly apply for membership. 

Miss M. Elson (U.S.A.) was elected President, 
Miss W. M. McAllister (Great Britain), First 
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Vice-president, Mrs. S. Coleridge (Sweden), 
Second Vice-president, and Mrs. R. Agersnap 
(Denmark), Third Vice-president. A ballot was 
held for the four remaining seats on the Executive 
Committee, and Australia, Canada, New Zealand, 
and Norway were elected. 

The Executive Committee, at its first meeting 
held in Stockholm on September 14, invited Miss 
M. J. Neilson (Chartered Society of Physiotherapy, 
Great Britain) to act as the Hon. Secretary and 
asked her, in addition, to undertake the duties of 
Hon. Treasurer for the time being. The Committee 
has drawn up the following programme of work 
for the immediate future: 

(1) To publish a bulletin twice yearly. 

(2) To circulate literature and information on 
matters of interest from physical therapy 
associations. 

(3) To collect information regarding the em- 
ployment of foreign physical therapists in 
various Countries. 

(4) To compile data on training schools, sylla- 
buses, qualifications, and scholarships. 


The Director Reports: 


On Saturday, September 8, 1951, the World 
Confederation for Physical Therapy became a fact. 
It wasn’t quite as easy as that but time successfully 
dulls the sharpness of the labor pains and only 
the good remains in one’s memory. 

The enthusiasm of the delegates from twelve 
countries, and the faith which is placed in the 
new organization is heartwarming, but at the same 
time challenging, and a bit frightening. it will take 
time to establish an active program of interchange 
and mutual assistance among the member organi- 
zations. Languages are different but in purposes 
and aims there is unity. There is no real language 
barrier among members of the same profession. 
We study the same anatomy, physiology, and 
pathology. Technics vary no more than they do in 
our own country. Educational systems are different 
and cannot be compared on a point to point basis, 
but all have common interests in culture as well 
as with science. 

Other things physical therapists have in common 
are: no one is really satisfied with his school cur- 
riculum, prescriptions for treatment are inadequate, 
salaries are low, there is a desire for more equip- 
ment, a larger department, and a yen to travel and 
learn from others. We are all sisters and brothers 
under the skin with our enthusiasms and our com- 
plaints. I hope that we'll never cease to be dis- 
satisfied for then we'll have no progress, 
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The success of the World Confederation will 
depend upon the support and active participation 
by all of the member organizations. Evidence of 
the interest has already been shown in a tangible 
way by gifts of money from the Danish, Swedish, 
and Finnish associations. The gifts were made to 
the “Mother” who suddenly acquired a great 
many children. I was assured that my postnatal ex- 
ercise program must have been good since I 
showed no ill effects and had not aged appreciably. 
The members of the American Physical Therapy 
Association delegation, including Drs. Lowman, 
Covalt and Hauser, generously contributed funds 
which covered part of the expenses of the first 
Confederation dinner and the fee for our lawyer, 
Mr. Federspiel. It is hoped that within the coming 
year many members of the American Physical Ther- 
apy Association will send a donation to me in order 
that we may further contribute tangibly to the pro- 
gram of the World Confederation. It is planned to 
set up an interchange of information, to list educa- 
tional opportunities in all countries, to compile 
rules and regulations regarding employment in the 
various countries, to publish a newsletter twice a 
year and to actively cooperate with all international 
organizations interested in and working for the 
welfare of the handicapped. 

It was my privilege to meet with the physical 
therapists in Denmark, Sweden, Finland, and Nor- 
way as well as to attend the excellent annual meet- 
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ing of the Chartered Society. All of us made many 
new friends who seem now to be old friends for 
physical therapists get acquainted quickly. 

I wish that I could tell you of the many things I 
saw and did but I can only give a thumbnail sketch. 
Copenhagen, a city of bicycles—they come at you 
eight abreast and you are glad that there are trafhc 
lights. Everyone rides, grandma, grandpa, mother, 
father and all the children. There are seats fore 
and aft for those too young to peddle. For the 
other young fry, mother or dad gives them a guid- 
ing hand much as one does when walking. The 
Tivoli—there is nothing like it anywhere—a beau- 
tiful amusement park in the heart of the city. Ad- 


Conferring with Mr. Federspiel 
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mission is less than ten cents for more than a 
dollar's worth of entertainment. There are free 
acts, trapeze artists; dancers, even a group from 
the Royal Ballet; pantomime; a symphony orchestra 
and band music; fireworks. The park is ablaze at 
night with electric lights in all colors. The national 
drink is beer and very good, too. In Copenhagen 
we had our first introduction to the famous open- 
faced sandwiches. There are infinite combinations 
and although we tried we couldn't sample them 
all, even though they were served in all of Scand’- 
navia. 

The social functions, which were planned for 
the Polio Congress and our own Confederation, 
were highlights: a buffet supper at the interesting 
and lovely Town Hall as guests of the city of 
Copenhagen; the banquet of the polio congress at 
the Wivel in the Tivoli; a typical Danish luncheon 
given by the Danish association at the Ingenior- 
huset, to which Miss Mary Switzer, Director, 
Office of Vocational Rehabilitation, Federal Secu- 
rity Agency, brought greetings from our Depart- 
ment of State and the International Society for the 
Welfare of Cripples; the physical therapy banquet 
at the same place. I wish all of you could have 
seen the beautiful flowers on the tables. The ar- 
rangement was most unusual and lovely. It was a 
gala and notable affair. 

We also did a little, and I say that advisedly, fast 
shopping for there wasn't too much time. Danish 
silver, famous for its design and quality, lived up 
to expectations. We all know Jensen's but there 
are many others who have designed lovely things. 

It was with real regret that we left Copenhagen, 
but as we neared Stockholm there was anticipation 
for the week there. Plans were made on how we 
could sandwich sight-seeing and shopping into 
our schedule between the sessions of the Interna- 
tional Society for the Welfare of Cripples. 

The meetings in Stockholm were held for the 
most part in the beautiful Parliament building 
(Riksdaghuset) which is centrally located and 
could be reached on foot. Within the day we had 
our routes mapped out and could get around with- 
ovt petting too far afield. Stockholm is a city of 
islands and water which lends much to its charm 
although adds to traffic problems. It is a modern 
city except for a small section called the old city 
which is truly old. A boat trip was a must and that 
was first on our list. It seems as if everyone in 
Stockholm owned a boat. They weren't quite as 
numerous as the bicycles in Copenhagen but there 
were a lot. 

Our first night we were guests at a lovely buffet 
supper at the Norbackinstitut. This was followed 
by Swedish choral singing and folk dancing in na- 
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tive costume which entranced us all. Another high- 
light was dinner at the Town Hall in a fabulous 
room. The walls were covered with gold mosaics 
with decorative figures in color. It cannot be com- 
pared with any ballroom here. We learned more 
about skalling in Sweden for there a lady never 
drinks until she has been skalled. It's not so much 
how you drink but how you use your eyes when 
skalling. It can be quite flirtatious. Yes, we had 
“snapps”’ for it was our firm belief that one should 
participate in all the customs one could! Snapps are 
ordered only with the smorgasbord. 

Our Swedish colleagues took us sightseeing and 
we were particularly interested in the old city, nar- 
row streets just wide enough for a small car, and 
the interesting old buildings, all full of history 
dating from the sixteenth and seventeenth cen- 
turies. | won't review history but you may remem- 
ber that there were continuous wars in Scandinavia 
between the Danes, Swedes, and Norwegians, but 
they have been at peace now for many years. 

Copenhagen has its Tivoli; Stockholm has its 
Skansen—a beautiful park with replicas of old 
farm houses and beautiful landscaping—a place 
to walk and relax in. The Swedish association 
planned a typically Swedish dinner at one of the 
charming restaurants, and we really felt as if we 
were in a lovely Swedish home. The waitresses 
were in costume, and folk dancing by a group in 
native dress followed the dinner. It was the last 
of the physical therapy get-togethers and a fitting 
climax to our meetings. 

During the week in Stockholm we visited hospi- 
tals and attended demonstrations. Our Swedish 
colleagues impressed us all with their skill and 
their excellent presentations in English. 

Our next port of call was Helsinki, Finland. 
Some of you may have read Dr. Rusk’s column in 
the New York Times describing the facilities and 
services to the handicapped in Finland. Much of 
the work is sparked by voluntary organizations 
such as the Disabled Veterans Foundation, the 
Invalid Foundation and Mannersheim League. The 
hospitals are modern, well equipped and staffed 
by physicians, nurses, and therapists who work 
with a zeal not to be matched anywhere. 

Finland's economy and man power were so 
depleted during the last two wars that everyone 
works to bring about recovery and to maintain a 
democracy. The city is essentially modern—new 
housing of the best design, new public buildings 
and expanded industry. Life isn’t easy in Finland 
and the cost of living has risen eleven times since 

1938. Next year the Olympics will be held in 
Helsinki in the most beautiful stadium I have ever 
seen. Everyone is preparing for the visitors for 
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hotel space is limited. A new harbor is being built 
as an anchorage for the many boats expected and 
other accommodations are being erected. Olympic 
visitors will find the Finns ready. 

I met with a group of the physical therapists one 
evening, those who understood and could speak 
some English. We had a typical physical therapy 
hash session which made me feel right at home. 
There are but a hundred twenty-five therapists in 
Finland—not enough—but all well trained. Many 
have gone to England and other countries for 
additional study. Physicians and others have visited 
hospitals and observed programs throughout the 
world and have returned to utilize the best of all 
they observed. They are ever seeking a better way 
to take care of their people and the results would 
be hard to match anywhere. No trip to Finland 
would be complete without a “sauna” or Finnish 
bath. It is a part of their way of life. We were 
well heated and then well switched with birch 
branches. In the country the climax is a dip in 
the cool or cold waters of a lake, but in the city, 
a cool shower and tub. The feeling of well-being 
after it is amazing. Wonderful therapeutics! 

Before visiting the last of the Scandinavian 
countries, I spent three days in central Sweden in 
the beautiful Dalecarlia district. The Swedes call 
it their “smiling” country and it is truly that. 
Lovely, peaceful, quiet, rolling country which pro- 
vided a much needed change of pace. 

Oslo was seen literally on the fly—just slightly 
more than twenty-four hours. Nevertheless, I met 
with my physical therapy friends and visited two 
departments. Medical care is far more socialized 
in Norway than it was in Finland. At the Oslo 
Health Institute there are seventy physical thera- 
pists who work in two shifts since the Institute ts 
open until eight P.M. Treatment here ts ‘‘free” 
since everyone is covered by a compulsory health 
insurance, and it does encourage mass treatment. 
I observed at an excellent cerebral palsy center 
where treatment was individual and parents were 
given instruction for home care. 

Oslo is a seaport and the hills and mountains 
provide a most lovely backdrop. Two highlights in 
sightseeing were the original Kon Tiki raft, and 
the magnificent sculpture of Gustav Vigeland in 
Frogner Park. 

From Oslo I went to London for the annual 
meeting of the Chartered Society, and a reunion 
with many friends I had met on previous visits, 
or who had been in the United States. It was good 
to see Dr. and Mrs. Mennell again. I was fortunate 
in being able to spend a day and night with them 
at their charming home in the country. They sent 
greetings to all of their many friends here. It was 
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good to attend a meeting at which I had no 
responsibilities. 

From time to time throughout the year we hope 
to have impressions of many of the other physical 
therapists who were in Europe. All of us felt we 
had gained professionally through the excellent 
meetings, demonstrations, and informal discus- 
sions. We made many friends and have a real feel- 
ing of kinship with physical therapists throughout 
the world. We have a better understanding of the 
people and the problems of recovery in the 
European countries. I personally feel we'll be 
better citizens. It's good to go away but it is 
awfully good to be back. 

—MILDRED ELson 

Executive Director 


Women in the Services 


A special committee of forty-nine women leaders 
throughout the United States was recently ap- 
pointed by Secretary of Defense, George C. Mar- 
shall, to aid in the recruitment of women to the 
Armed Forces. 

Because of the critical shortage of nurses and 
women medical specialists (physical therapists, oc- 
cupational therapists, and dietitians), Mrs. Nelson 
Rockefeller and Dr. R. Louise McManus, Director 
of the Division of Nursing, Teachers College, 
Columbia University, were appointed to consider 
this problem. Late in October, Mrs. Rockefeller 
invited representatives of the four national pro- 
fessional organizations; the chiefs of the Army, 
Navy, and Air Force Nurse Corps, and the chiefs 
of the Army and Air Force Women’s Medical 
Specialist Corps, to meet at her home to discuss 
procurement. Miss Haskell, Assistant Executive 
Director, represented the American Physical Ther- 
apy Association. 

The week of November 11th had been set aside 
to inaugurate this recruitment campaign. Those 
present agreed to immediately enlist the support 
of their groups by urging interprofessional co- 
operation with the Armed Forces. Telegrams and 
explanatory letters were sent out from the National 
Office to chapter presidents prior to November 1st. 

Recognizing that the answer to recruitment into 
the services lies in the professional education of 
more students, it was agreed that the most effective 
approach is to enlist more students into these pro- 
fessions. “Young women have an opportunity to 
serve their country immediately,” said Mrs. Rocke- 
feller, “by entering a school of nursing, or pre- 
paring for a career in dietetics, physical therapy. 
or occupational therapy. Those already trained in 
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these services have a unique opportunity for a 
career in service. 

This, in view of our defense needs, is an essen- 
tial acceleration and extension of the American 
Physical Therapy Association's recruitment cam- 
paign, and must be continued as long as the need 
exists. The new approach is a unified one whereby 
nurses, occupational therapists, dietitians, and phys- 
ical therapists will all be working together. All 
channels for professional stu- 
dents must be explored. As more definite plans are 
prepared for this work they will be distributed 
through the chapter officers. 

At least 800 students should be admitted to 
approved schools of physical therapy next year, 
but the estimated needs for the next ten years are 
16,000. Enrollment in schools this year is only 
slightly over 700. Physical therapists who are not 
actively engaged in practice must consider devoting 
their skill to the defense effort. There are 834 
inactive members of the American Physical Ther- 
apy Association. All are needed to work and 
recruit. 


Recruitment 


As soon as the September issue of Glamour 
magazine was published, the National Office was 
deluged with letters and postal cards requesting 
information about our profession. 

That issue of Glamour contained “The Diary of 
a Physical Therapist.” The diary told the story of 
one physical therapist's day from early morning to 
midnight. Following the diary, the approach 
to physical therapy was described and readers 
were referred to our Association for further 
information. 

The National Office has secured reprints of this 
article and limited numbers are available to chap- 
ters for recruitment purposes. 


Chapter News 


Chapter presidents who have not returned the 
forms listing chapter officers and committee chair- 
men, are requested to do so immediately. This in- 
formation is vital to efficient liaison between na- 
tional and chapter organizations. 


San Diego County Chapter 


A group of members in the San Diego, Cal- 
ifornia area applied to the Executive Committee to 
form a new chapter. These members were formerly 
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assigned to the Southern California Chapter, and 
the Executive Committee of the American Physical 
Therapy Association approved this request. 

The chapter has now been formed and is wel- 
comed as the fifty-sixth chapter of the Association. 
Newly elected officers are: 


President—C. Ruth Campbell 
Vice-president—Lloyd B. Hanson 
Secretary—Janeane Beck 
Treasurer—Mrs. Violet Minardi 
Director and Corresponding 
Secretary—Anna Janett 


Membership News 


Marriages 

Beverly Holmes of Springfield, Mass., now Mrs. Bev- 
erly H. Center, Derry, N. H. 

Jean Kupiec of Philadelphia, Pa., now Mrs. Jean K. 
Emberg, Los Angeles, Calif. 

Ethel Gutekunst of Redondo Beach, Calif., now Mrs. 
Ethel Field, West Los Angeles, Calif. 

Alla Gene Williams of San Diego, Calif., now Mrs. 
Alla W. Finlay, Fort Worth, Texas. 

Dorothy Helm of New York, N. Y., now Mrs. Dorothy 
H. Guinn, Long Beach, Calif. 

Dale S. Walker of Pasadena, Calif., to Robert Hill, East 
Richmond Heights, Calif. 

Frances P. Coleman of New York, N. Y., to Harshraj 
J. Mehta, Bombay, India. 

Ellen C. McVey of Roanoke, Va., to William Nuess, 
Havana, Ill., June 19, 1951. 

Lois Elliott of Silver Creek, N. Y., now Mrs. Lois E. 
Schneider, Lancaster, Pa. 

Margaret Dolan of Baltimore, Md., to Rufus C. Short, 
Baltimore, Md., October 13, 1951. 


Marion E. Sunny of Minneapolis, Minn., now Mrs. 
Marion S. Taylor, Minneapolis, Minn. 


School News 


The Division of Physical Therapy of the Uni- 
versity of Pennsylvania has announced that appli- 
cations are now being accepted for the class which 
will begin February, 1952. Since this class is 
limited in enrollment, all interested students are 
urged to complete applications at once. For details, 
contact Miss Dorothy Baethke, Division of Phys- 
ical Therapy, Graduate Hospital, 19th and Lom- 
bard Street, Philadelphia, Pa. 
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New Student Members 


Hermann Hospital 

Hazel M. Peck 
Nathan H. Pepper 
Betty Stough 
Shelley V. Smith 
Doreen Works 
Billy Don Zesch 


New York University 


Jeannine I. Beatty 
Barbara Geldmacher 
Gilbert M. Gimbel 
Maria Garcia 
Leonce P. Lanoux, Jr 
Cecelia J. Lee 


Manis Albert 
Michael Beirponch 
Martha Bryan 
Raymond A. Burks 
Malcolm C. Dixon 
Charles M. Fryer 
Igor Grzyb 
Spencer W. Hauenstein 
Howard Hull 
Robert Jacoby 

Lois Johnson 
Samuel Kossack 
John F. Lillis 
Richard Markoff 


Joel Mayer 

Sarah G. Orleans 
Dominick F. Orsomarso 
John Parker 

Miriam Portnoy 

Louis Pozarny 

Doris Reed 

Edward Rieder 

Livia Sacarello 

Julius Scotti 

Morris Solomon 

Leo F. Szwalek 

Howard S. Trachtenberg 
Robert Zimmerman 


Northwestern University 
Helen R. Baudendistel 
Dorothy M. Christoffersen 
Patricia Ann Cope 
Delores Day 
Mary V. Deaska 
Audrey L. Evans 
loan Lindberg 
Jeanne Paden 


Joan M. Reven 

Shirley Rogers 

Marjorie Rooney 

Sister Mary Florentia Riebel 
Patricia E. Webb 

Joy N. Westcott 

Grace L. Zastrow 


University of California 

Ardiana deGraef Maybeck 
Rachael E. Millard 
Peter D. Porrino 
Rosemary Z. Scarich 

Roy G. Smith 

Paul J. Wham, Jr 


Armond Bloch 

Don Yee Chin 

Carol |. Corder 
Nancy Ann Hardgrave 
Kathleen M. Johnson 
Bernice Kame 


Jack Low 

University of lowa 
William H. Berger Melvin G. Marx 
Robert Lee Good Gene E. Moody 
Mary Anne Henry Robert W. Ohler 


H. Colleen Kelly 


William B. O'Malley, Jr. 
Donald F. Martin 


E. Maurine Rathje 
University of Kansas 
John R. Amick 
Priscilla Ann Barron 
Margaret Christiansen 
Philip H. Christophersen 
Dolores Dean 
Elizabeth Ann Dennis 
Leonard R. Face 
Harold Gridley 
Shirley M. Jeffrey 


University of Minnesota 


Donald Campbell Patricia A. McQuillan 


Rosemary Kennedy 
Elizabeth Ann Lomelino 
Norma J. Passmore 
John D. Rockwell 
Carle H. Schroft 

Alice Ann Sellers 
Thelma L. Sprout 

Mary C. Tichenor 
Ramona Jean Wilson 


Dean R. Dahlgren Wilbur L. Moen 
*Glen F. Gostick Martin Orlen Mundale 
Mary Jeanne Grabner James F. Pohtilla 


William Kasinkus 
Frank J. Klein 

Joan Kleinschmit 
Wernette B. Lindquist 


Nadine Powell 
Geraldine G. Wessels 
Douglas J}. Westrem 
Margaret J. Wuollet 
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Pennsylvania 


Jean C. Malcolm 
Catherine M. McCauley 
Charles Mehalko 
Alice Merwin 

Lucy K. Mitinger 
William Neill, HI 
Thora E. E. Nordlund 
Paul G. O'Connor 
Esther M. Perrin 
Howard K. Peters, Jr. 
Zehra G. Ray 
Katherine B. Sumner 
Norman Taslitz 
Nancy A. Wilds 


University of 
James A. Barnhart 
Junie M. Coursey 
Walter Dworschak 
William R. Dunn 

Mary Alice Eiseman 
George D. Hancock, Jr. 
Carolyn L. Heil 

Gloria Ann Hirschberger 
James C. Hufsey 
Wilmotine B. Jackson 
Alice M. James 
Howard G. Janov 
Esther R. Kraft 

Marion R. Kurtz 

John J. Lyons 


Medica! Field Service School, 

Brooke Army Medical Center 
Second Lt. Priscilla A. Baker 
Second Lt. Charlotte L. Cranmore 
Second Lt. Rosie Dabato 
Second Lt. Doris O. Dean 
Second Lt. Sarah J. Dempster 
Second Lt. Elizabeth A. Galt 
Second Lt. Dorothy McCarthy 
Second Lt. Harriet J. McKinley 
Second Lt. Jacqueline Miller 
Second Lt. Jeanne Morris 
Second Lt. A. Marcella Roberts 
Second Lt. Jean Thibaut 
Second Lt. Louise A. Torp 
Second Lt. Claire J. Turner 


Thirtieth Physical Therapy Class Graduates 
at Northwestern University 


Graduation exercises for the thirtieth class in 
physical therapy at Northwestern University Medi- 
cal School were held in Thorne Hall Auditorium 
on September 28, 1951. 

Dr. Richard H. Young, Dean of the Medical 
School, gave the graduation address ‘The History 
of Medical Education in the United States.” Dr. 
Stafford L. Osborne, Chairman of the Department 
of Physical Medicine, presented certificates in 
Physical Therapy to the fifteen graduates. 

The class has been one hundred per cent student 
members of the American Physical Therapy Asso- 
ciation and has taken part in the activities of the 
Illinois Chapter during the past year. All of the 
class have transferred to Active membership. The 
presentation of American Physical Therapy Asso- 
ciation pins was made by Gertrude Beard as a part 
of the graduation exercises. 

The Physical Therapy Alumni Association of 
Northwestern University Medical School honored 
the graduates at a dinner following the graduation 
exercises at which Dr. Louis B. Newman, Chief 


2 
— 
a 
4 
q 
‘a 
q 


Vol. 31, No. 12 


of Physical Medicine Rehabilitation of Veterans 
Administration Hospital, Hines, Illinois, and As- 
sistant Professor of Physical Medicine at North- 
western University Medical School, presided as 
toastmaster. 

At a business meeting following the dinner the 
Alumni elected officers for the year and acted to 
make a contribution to the John Stanley Coulter 
Memorial Fund at Northwestern in memory of 
Coralyn A. Davis, an alumnus and former member 
of the faculty of the Physical Therapy School. 


General News 


The Arthritis and Rheumatism 
Foundation Opens Annual Campaign 


The Arthritis and Rheumatism Foundation 
opened its fourth annual campaign in November 
with a public appeal for $3,500,000. The Founda- 
tion which was started in 1948 under the sponsor- 
ship of the American Rheumatism Association, 
is a non-profit organization incorporated under the 
laws of the state of New York with 25 chapters 
in various localities throughout the United States. 

The aims of the Arthritis and Rheumatism 
Foundation are to provide: 

1. Improved medical education in arthritis and 

the rheumatic diseases. 

2. More arthritis centers in our hospitals where 
patients may benefit from the combined skills 
of doctors and special hospital facilities in- 
cluding physical therapy, hydrotherapy and 
occupational therapy. 

. Expanded rehabilitation facilities for ad- 
vanced arthritis sufferers to help restore 
wasted muscles and teach new skills. 

. Aid to indigent patients, who need such 
things as drugs, free transportation to clinics 
and home physical therapy. 

. More endowed hospital beds where patients, 
crippled by long duration of rheumatic ill- 
ness, may receive special care. 

. Training and research fellowships to give 
more doctors wider experience in diagnosing 
and treating arthritis. 


Dr. Gideon K. de Forest, Medical Director of 
the Foundation, cites the recent Public Affairs 
Survey statistics to the effect that over 7,500,000 
men, women and children in this country are 
victims of arthritis and rheumatism (more than 
all the victims of cancer, diabetes, heart trouble 
and tuberculosis combined). 


THE PuysicAL THERAPY REVIEW 


Funds Aid Treatment Programs 


Though nearly a million people are wholly or 
partially disabled by arthritis there were only, 
until a couple of years ago, 150 arthritis clinics 
in the whole nation; and these were located mostly 
in eight major cities. Fifteen states had no arthritic 
clinic facilities at all and only 700 hospital beds 
in the entire country were occupied by arthritis 
patients. 

Because arthritis attacks men and women in the 
most productive stage of life, the 20 to 50 years, 
the estimated annual labor loss is staggering— 
about 97,200,000 work days each year, or the 
—— of 320,000 employable persons out 
of work at all times. In terms of money, the cost 
is over a billion dollars a year. Based on an aver- 
age wage-earner’s income of $2,500, this means 
$800,000,000 lost in wages alone, to say nothing 
of the $128,000,000 the taxpayer must pay in the 
form of public relief for these victims. 

With so much money literally lost because of 
arthritis, only about $300,000 was being spent 
in studying chronic rheumatic disease, an indica- 
tion of how hopeless a mystery arthritis was con- 
sidered by both the medical profession and the 
public in general. A further indication of public 
and professional apathy lies in the fact that of all 
those who suffer from this disease only about one 
out of three is treated by a physician. If final proof 
of the tremendous cost of arthritis is needed, con- 
sider the fact that $100,000,000 a year is spent 
by arthritis sufferers in their frantic search for 
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relief from the painful crippling effects of this 
disease. 

During its first three years, the Arthritis and 
Rheumatism Foundation concentrated its efforts 
mostly on establishing clinical research and scien- 
tific study. Now, with its expanded program more 
emphasis is being placed on patient care both in 
hospital clinics and homes where the bedridden 
are unable to get to hospitals for treatment. The 
shortage of trained mallee personnel is still a 
major problem and in the field of physical therapy 
the shortage is especially acute. Chapters all over 
the country report the need for more physical 
therapists in their communities. Members of the 
American Physical Therapy Association, who are 
interested in working with arthritis patients, are 
urged to contact the chapter nearest them, regard- 
ing the need for their services as an integral part 
of the Foundation’s program. For further informa- 
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tion write the Arthritis and Rheumatism Founda- 
tion, 23 West 45th Street, New York 19, New 
York. 


Meet Our New Contributor 


Captain Mary Ellen Sacksteder, Chief of Physi- 
cal Therapy, Osaka Army Hospital, Osaka, Japan. 
Captain Sacksteder attended Heidelberg College in Tiffin, 
Ohio, where she was graduated with a B.S. degree in 
Education. Later, she received her master’s degree in 
Sociology from Ohio State University, and taught Biology 
and Mathematics in the high schools of Ohio. 

Captain Sacksteder took her physical therapy training 
at Mayo Clinic in 1944. During World War II, she 
was a member of the physical therapy staffs at Crile 
General Hospital and Mayo General Hospital. Prior 
to going overseas, Captain Sacksteder was chief physical 
therapist at Pratt General Hospital, Leavenworth, Kansas. 
She is a member of the American Physical Therapy 
Association. 


Juder te Cunrent Literature 


Anterior Poliomyelitis 


Poliomyelitis in Islington in 1947, 1949, and 1950. V 
Freeman. British Medical Journal, July 21, 1951 

Anterior Poliomyelitis: Treatment of Bulbar and Cervical 
Lesions by Intravenous Aureomycin and Amigen; 
Management in a General Hospital. John J. Crowley, 
M.D., and G. Fred Jackson, M.D. Medical Times, May 
and June 1951 

Lowering Mortality from Bulbar Poliomyelitis. T. € 
Galloway, M.D., and M. H. Seifert, M.D. Journal of 
the lowa State Medical Society, August 1951 

U pper-respiratory Infection as a Factor Influencing Sus- 
cepubility to Poliomyelitis. T. H. Ingalls, M.D., and 
W. L. Aycock, M.D. New England Journal of Medi- 
cine, August 9, 1951 

Polio Problems for the Pediatrician. Editorial in Journal 
of Pediatrics, August 1951 

Epidemic Poliomyelitis: Review of Five Hundred Twenty- 
ix Cases. Maurice Lenarsky, M.D., R. L. Parr, M.D., 
and H. E. Seanor, M.D. The American Journal of 
Diseases of Children, August 1951 

The Rapid-Rocking Bed: Its Effect on the Ventilation of 
Poliomyelitis Patients with Respiratory Paralysis. Fred 
Plum, M.D., and G. D. Whedon, M.D. New England 
Journal of Medicine, August 16, 1951. 


Cerebral Palsy 


Cerebral Palsy in Relation to Development. Bronson 
Crothers, M.D. The American Journal of Diseases of 
Children, July 1951 


Industrial Medicine 


Importance of Physical Medicine and Rehabilitation for 
the Industrially Injured. Gordon M. Martin, M.D., 
Journal of the Michigan State Medical Society, July 
1951 


te 


Miscellaneous 


Problems in Helping Parents of Mentally Defective and 
Handicapped Children. §. L. Sheimo, M.D. American 
Journal of Mental Deficiency, July 1951. 

Radioisotopes in Medicine. Henry D. Diamond, M.D. 
The Journal of the Medical Society of New Jersey, 
September 1951 

Safety Factors in the Clinical Use of Radioisotopes. Clin- 
ton C. Powell, M.D. Medical Annals of the District 
of Columbia, September 1951. 

Spasm of the Rectus Muscle. N. B. Jaffe, M.D. The Mili- 
tary Surgeon, September 1951. 

Surgical Aspects of Ankylosing Spondylitis. W. Alexan- 
der Law, O.B.E., M.D., F.R.C.S. The British Journal 
of Physical Medicine, August 1951. 

Thrombophlebitis. Jack T. Rush, Lt. Col., M.C., U.S.A., 
and James H. Forsee, Col., M.C., U.S.A. United States 
Armed Forces Medical Journal, August 1951. 


Nervous and Mental Diseases and Injuries 


Mortality and Disability in Multiple Sclerosis: A Statisti- 
cal Estimate of Prognosis. A. MacLean, M.D., and 
Joseph Berkson, M.D. Journal of the American Medi- 
cal Association, August 11, 1951. 


Orthopedics 


Fractures of the Metatarsals and Tarsals. R. J. Bennett, 
M.D. Industrial Medicine and Surgery, September 
1951. 


Rehabilitation 


Epilepsy and Rehabilitation. Randolph Leigh, M.D. 
Neuropsychiatry, Summer 1951. 
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Abstracts 


Stiff Joints—Their Pathology 
and Treatment, with Special Ref- 
erence to the Knee joint 


Leon Gillis, M.B.E., M.Ch., F.R.C.S., 
D.L.O, F.LCS., London. In THe 
URITISH JOURNAL OF PHysiCAL Mep- 
ICINE, 14:8:177, August 1951. 


The treatment of stiff joints can 
be considered from three aspects: 
(1) preventive; (2) active and non- 
operative; and (3) operative. Pre- 
ventive treatment depends entirely 
on the stage of the disease at which 
the surgeon is able to see the case. 
It is not always easy, or indeed pos- 
sible, to prevent deformities from 
occurring. 

The stage at which active move- 
ments should begin depends upon 
the response of the patient to local 
and general rest. 

In the upper limbs, splints’ are 
always removed for meals and toilet, 
and when pain and swelling have 
subsided, graduated active exercises 
and physical therapy are prescribed. 
In the lower limbs the period of 
complete immobility can pro- 
longed, and muscle function should 
be maintained by contractions of the 
thigh and calf muscles. Quadriceps 
drill and faradism should invariably 
be a daily routine procedure. Reme- 
dial exercises when the symptoms 
are under control restore the dam- 
aged function. 

Weight and pulley exercises in 
bed help to restore the control of the 
muscles, so essential for movable 
joints. This is especially important 
in weight-bearing joints. A mobile 
joint with inadequate muscular con- 
trol is particularly prone to injury, 
and such joints become the seat of a 
chronic effusion which may be more 
of a disability than a joint which is 
ankylosed in a good position. 

Physical therapy should be insti- 
tuted immediately after the success- 
ful manipulation of a joint and the 
range of movement can be main- 
tained and improved. In the case of 
finger joints, adhesions often are 
accompanied by traumatic arthritis, 
and forced movements during active 
stages of arthritis always fail. There 
can be no doubt that in the case of 
the elbow joint no forced movements 
ever should be applied; for the 
fingers, only active movements should 
be encouraged. 

The pathology, mechanism and 
causation of stiff joints, particularly 
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the knee joint, are discussed in this 
article. Methods of preventing and 
treating such joints are detailed, and 
a new operative procedure of knee 
arthroplasty by cap interposition is 
described. 


Electromyography 


Arthur E. White, Col., M.C., U.S.A., 
and James D. Amos, Major, M.C., 
U.S.A. In UNrTED STATES ARMED 
Forces MEDICAL JOURNAL, 2:8: 
1151, August 1951. 


Electromyography should be used 
as an aid to diagnosis only after 
full and careful clinical evaluation. 
Without a clear clinical picture in 
his mind, the physician may often 
find machines more misleading than 
useful in any branch of medicine. 
In addition, electromyography should 
be preceded by muscle testing with 
a suitable rectangular wave (electro- 
diagnostic) stimulator because a 
combination of the procedures gives 
a much more complete picture than 
either alone. The use of electro- 
myography presupposes thorough 
training in the interpretation of data 
obtained from it, otherwise confu- 
sion would result when any but the 
most elementary action potentials 
are elicited. 

Recent observations have shown 
spontaneous discharges in anterior 
poliomyelitis to be a striking feature, 
especially in the convalescent stage 
when they are a sign of improvement 
of muscular function. The completely 
paralyzed muscle is electrically silent 
except for fibrillations which develop 
from 16 to 21 days after the onset 
of poliomyelitis. Muscular spasm 
is absent during the time of develop- 
ment of paralysis in acute anterior 
poliomyelitis. There is an increase in 
irritability to stretching of muscles 
during the acute stage without any 
correlation to spasm, tenderness, or 
pain on stretching. The pattern of 
electric discharges produced _ by 
stretching resembles in appearance 
that obtained from muscles in a state 
of tonic contracture or spasm second- 
ary to fracture of an extremity. Hans- 
son and his collaborators found a 
decrease in the amplitude and num- 
ber of action potentials in muscles 
weakened by poliomyelitis. They also 
found this decrease to be almost 
proportional to the decrease in mus- 
cle power. On this data they offered 
a method of grading muscle strength 
with the electromyograph. 
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Acceleration of Convalescent 


Care of Poliomyelitis Patients 


Charles L. Lowman, M.D., Los An- 
geles. In THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, 
146:12:1097, July 21, 1951. 


Lowman recommends (1) an over- 
all plan for the patient through all 
stages of treatment with evaluation 
of the physical therapy aspects of 
care; (2) a thorough evaluation of 
performance, especially in relation 
to trunk muscle imbalance and po- 
tential deformity factors; (3) early 
surgical reconstruction when neces- 
sary and advisable; (4) an all- 
round increased effort to conserve 
patients’ and workers’ time and 
personal and institutional funds by 
increase in the tempo of care of 
poliomyelitis patients to the highest 
point commensurate with careful 
consideration of the needs of each 
patient. 


Dupuytren’s Contracture: A Clin- 
ical Review 


James A. Ross, M.D., F.R.C.S.E., and 
J. Hunter Annan, M.B., F.R.C.S.E., 
Edinburgh, Scotland. In ANNALS OF 
SURGERY, 134:2:186, August 1951. 


A series of cases of Dupuytren’s 
contracture are reviewed, and the 
anatomy of the fascia of the hand is 
briefly described. 

The etiology of Dupvytren’s con- 
tracture is discussed, and pathologic 
and clinical features are described. 
The tendency of Dupuytren’s con- 
tracture to develop on the ulnar side 
of the hand involving especially the 
fourth and fifth fingers; the bilateral 
nature of the condition; the tendency 
to progress at a varying rate; and the 
frequency of dorsal knuckle pads, 
are noted. 

Treatment is described. A com- 
bination of operation and vitamin E 
has recently been adopted. The opera- 
tion consists of meticulous dissection 
of the palmar fascia plus its pro- 
longations. 

Postoperatively, 16 patients had 
plaster of paris splints applied for 
10 to 21 days; the remainder had no 
splints applied. Active exercises un- 
der trained supervision were insti- 
tuted following removal of the 
stitches. The response, in the extent 
of benefit, at this stage depended 
largely on the patient's intelligence 
quotient. Some mention is made of 
certain postoperative complications 
which occurred. 
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A Positive Approach to Manage- 
ment of Cerebro-Vascular Acci- 
dent 


Louis Feldman, M.D. In Geriatrics, 
6:4:214, July-August 1951. 


Apoplexy from cerebral hemor- 
rhage is nearly always caused by 
hypertension, and usually occurs in 
people past 45 with associated ar- 
terial degeneration. Thrombosis 
nearly always develops in older per- 
sons with generalized arteriosclero- 
sis. Cerebral embolism may occur 
at any age, and usually is secondary 
to valvular endocarditis, abscess of 
the lung, or incidental to the course 
of auricular fibrillation and cardiac 
tailure 

The treatment must take into 
consideration not only the anatomi- 
cal and functional lesions but also 
the personality of the patient. For 
the sake of clarity the treatment may 
be divided into that of the acute 
or emergency stage and that of the 
rehabilitation or convalescent period 
In the case of a cerebral vascular 
accident, the internist, neurosurgeon, 
and physiatrist are called in and 
plans are laid for the immediate and 
long-term care of the patient. The 
fields of treatment of the three tend 
not to overlap or contrast and may 
complement each other to the pa- 
tient’s benefit. 

In planning physical therapy and 
rehabilitation measures, the patient's 
general condition and cardiovascular 
tolerance must always be kept in 
mind. Blood-pressure and pulse read- 
ings should be taken on all patients 
before and after physical therapy 
measures have been carried out. As 
soon as possible a skeletomuscular 
functional evaluation test should be 
made, including a careful psycho- 
logical and psychiatric check-up 
These tests are repeated at intervals 
during the course of treatment and 
accurate records kept 

A patient who has had severe 
brain damage so that he does not 
understand orders given him, or who 
has a defective memory, or is unable 
to concentrate, is a poor subject for 
rehabilitation 

It has been suggested that only 
those cases be selected for rehabili- 
tation which are considered suscep- 
tible of improvement. Patients suf- 
fering from malignant hypertension, 
encephalomalacia or advanced senil 
ity should certainly not be included 
in such programs, since the results 
always will be disappointing. A 
trial period of supervised activity 
must precede any rehabilitative meas- 
ures in hypertension. Where hemor- 
rhage was the underlying factor, 
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much caution is required. Exercises 
must be carried out in bed only 
after the first two or three weeks, 
and then gradually the patient may 
be taught to sit up in bed and start 
other procedures. 

Certain contractile currents, nota- 
bly the slow sinusoidal current with 
20 to 40 contractions per munute, 
have proven valuable in the early 
stages of rehabilitation to stimulate 
contraction of flaccid muscles and 
keep up muscle tone and trophism 
of joints and surrounding tissues 
These treatments, given for almost 
fifteen minutes daily with a strong 
enough contraction to produce ten- 
sion on the involved muscles, are 
continued until voluntary active mo- 
tion returns. In many cases it has 
helped the reeducation of muscle 
function and has retarded muscular 
atrophy 

Some form of heat should precede 
all forms of electrical stimulation, 
massage, or exercise. Radiant heat, 
infra-red, whirlpool baths and the 
Hubbard tank also are valuable 


Device for Measurement of Dif- 
ferences in Height of Opposite 
Sides of Body 

H. Wright Seiger, M.D. Santa 
Monica, Calif. In THE JOURNAL OF 
THE AMERICAN AsSsociA- 
TION, 143:13:1232, July 28, 1951. 


A device for measurement of dif- 
ferences in height of opposite sides 
of the body is described in detail. 
It is simple, accurate and may 
made at a cost of a few dollars. 
Measurement with this device re- 
quires only a few seconds. It will 
give accurately, to one-eighth inch, 
a record of the comparative length, 
when the patient is standing erect, 
of both sides of the body at various 
levels and more particularly of the 
lower extremities 

The patient's limbs should be put 
through relaxed or passive move- 
ments by a trainedsindividual several 
times a day to the limit of muscular 
strength and joint range. Later ac- 
tive assistive and resistive exercises 
should be added. Suspension-pulley 
therapy, which may be instituted 
while the patient is still in bed, will 
encourage movement of the arm or 
leg on the affected side and will 
assist in the reeducation of reciprocal 
motion fundamental to walking. Del- 
toid muscle setting, together with 
the pulley exercises, helps prevent 
so-called “frozen shoulder.” As the 
arm becomes more freely movable, 
pain decreases. This procedure 
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should be carried out for at least 
fifteen minutes three times daily. 
Also indicated is a short period of 
bed strengthening-exercises, such as 
sitting on the edge of the bed and 
later standing beside it. 

Ambulation may be started by 
having the patient stand between 
two sturdy chairs placed back to 
back beside the bed. He is told to 
grasp the back of one chair with the 
good hand and the other one with 
the affected hand. It may be neces- 
sary in the beginning to tie the 
affected hand to the chair with a 
bandage, or to make use of a canvas 
mitt with straps that can be fastened 
to the apparatus. To reestablish re- 
ciprocal motion, the right foot is 
advanced as the patient pushes the 
left chair forward, and as the left 
foot is advanced the right chair is 
pushed forward. At the same time 
the patient is given arm-swinging 
exercises. As he progresses, walkers 
or parallel bars are used to retrain 
him further in standing and walk- 
ing. Modified Frankel exercises have 
proved valuable for coordination. 

All efforts are directed toward 
inducing self-sufficiency and _ inde- 
pendence. If, at the end of nine to 
twelve months of intensive treat- 
ment, certain groups of muscles have 
shown no return in function, or if 
certain contractures persist, it is our 
opinion that corrective surgical pro- 
cedures should be tried. We try to 
rehabilitare the patient so that he 
may resuine his original occupation 
or be tar.ght a new one, or at least 
make himself independent in his 
daily personal activities. 


Teamwork in the Rheumatic Dis- 
eases 


A. G. Timbrell Fisher. In THe Barr- 
ISH JOURNAL OF PuysicaL Mept- 
CINE, 14:8:169, August 1951. 


The need for the closest coopera- 
tion between the physician, whether 
consultant or general practitioner in 
charge of the rheumatic patient, and 
other members of the team such as 
the orthopedic specialist, the physi- 
cal therapist, the biochemist, bacteri- 
ologist, psychologist, and others too 
numerous to mention is, as most 
people are now aware, of vital im- 
portance. The physical therapist ts 
one of the most important members 
of the team, and this fact is now 
almost universally admitted. 

The closest cooperation between 
the physician or orthopedic specialist 
who prescribes physical treatment and 
those who administer it is extremely 


4 
4 
} 
7 
| 


Vol. 31, No. 12 


important. In orthopedic cases Fisher 
has found that it greatly increases 
keenness and efficiency, if the physi- 
cal therapist is present at any ortho- 
pedic operation upon a patient who 
has previously been under his care 
and, if the principles of any after- 
treatment are explained. This particu- 
larly applies to manipulative opera- 
tions. In those hospitals where a prac- 
titioner of physical medicine exists, 
similar full and frank discussion is 
desirable. 

Physical treatment is not only of 
immense value, either before or after 
orthopedic operations, but invaluable 
as a concomitant to “medical” treat- 
ment. Wasting and deformity are not 
so dramatic in the chronic ambulatory 
patient as in the acute patient, but 
they undoubtedly occur, often very 
insidiously, and with very few ex- 
ceptions the help of the department 
of physical therapy always should be 
sought. There are very few cases 
where such treatment is not of defi- 
nite value and the results of purely 
medical treatment definitely enhanced. 
It is necessary to emphasize these 
points strongly because one not in- 
frequently sees patients who have 
been treated for long periods by 
purely “medical” treatments—drugs, 
vaccines, and so forth—and whose 
condition could have been greatly 
bettered if physical therapy had been 
given simultaneously. 


A New Approach to the Treat- 
ment of Atrophied Muscles Re- 
sulting from Poliomyelitis: Pre- 
liminary Report 

Meyer Shmugar, M.D., Denver. In 
Rocky MOUNTAIN MEDICAL JouR- 
NAL, 48:7:519, July 1951. 


In 1947 Shmugar started to use 
0.25 per cent procaine in physio- 
logic saline with riboflavin, thiamine 
chloride, and vitamin C for restora- 
tion of function in paralyzed mus- 
cles resulting from poliomyelitis. 
The majority of patients which he 
saw were chromic cases, ranging 
from three to nineteen years in dura- 
tion. The drugs were given intra- 
and subcutaneously over the muscle 
areas involved. The results of the 
treatment have been promising. 
Atrophied and weakened muscles 
began to show signs of increased 
strength and, after varying lengths 
of time, increase in muscle size 
was noted. This report covers ob- 
servations made for fifteen months 
on ten patients. 

The patients who came for this 
treatment had previously received 
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the best known medical and surgical 
care in the acute and convalescent 
stages of the disease and were in 
an arrested stage of muscle atrophy 
or contracture. Many cases were re- 
ceiving physical therapy at other 
sources when they first began this 
treatment. 

The entire procedure is based on 
the assumption that most paralyzed 
muscles resulting from poliomyelitis 
infection must contain some living 
muscle fibers even though our pres- 
ent method of muscle testing may 
not be able to detect it. 

The one objection in the course 
of these injections is the inconven- 
ience to the patient due to the large 
number of needle pricks. The pain 
associated with this procedure is 
not as great as one would think 
since the procaine minimizes this 
feature. 

Experiments are carried out at 
present with iontophoresis as a 
method of replacing the multiple in- 
jections. This will be reported at 
a later date. 


The Rehabilitation of the Hemi- 
plegic 

George G. Deaver, M.D., New York, 
N. Y. In THe RHope IsLaAND Mept- 
CAL JOURNAL, 34:8:421, August 
1951. 


The hemiplegic patient, who has 
had a cerebral accident, as a result 
of embolism or thrombosis, usually 
can begin rehabilitation activities a 
few days after the accident. oy ps 
if the hemiplegia is caused by a 
hemorrhage, rehabilitation procedures 
should be limited to bed activities 
for three weeks. 

The purpose of a program of re- 
habilitation is to retrain the patient 
to walk and travel, care for his 
daily needs and to obtain the maxi- 
mum use of the affected and un- 
affected arm, hand, and speech. 

Disabilities which result from a 
cerebral accident are limitation of 
motion of the joints on the affected 
side and a spastic or flaccid paralysis. 
There may be a facial paralysis and 
if the paralysis occurs in the domi- 
nant arm, the patient usually will 
have a sensory and motor aphasia. 

If treatment is started early there 
will be no limitation of motion at 
the joints and the affected arm and 
leg can be passively moved through 
their normal range. However, if the 
patient is not given early rehabilita- 
tion, contractures usually result, es- 
pecially at the shoulder. 
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If treatment is started within a 
few days following the cerebral acci- 
dent there is no need for any special 
procedures to protect the efbected 
limbs. If, however, due to hemor- 
rhage in the brain or other compli- 
cations, the patient must remain in 
bed for a period of time, then pro- 
cedures must be instituted to prevent 
deformities. A posterior ankle splint 
is needed to prevent shortening of 
the heel cord. A pillow in the axilla 
will prevent adduction and internal 
rotation of the shoulder joint which 
is a frequent residual deformity in 
hemiplegia. Passive movements of 
the arm in abduction, external rota- 
tion and in the overhead position 
should be performed several times a 
day to prevent a “frozen shoulder.” 

The principal deformities which 
occur are a “frozen shoulder” and 
short heel cord. In treating the “‘fro- 
zen shoulder” heat and massage to 
the arm and shoulder are of value in 
preparing the part for stretching. 
Passive movements of the shoulder 
are useful in increasing the range of 
motion. These movements can be 
performed by a physical therapist, 
nurse, or by the patient. 

A short heel cord seldom requires 
operative procedures. The heel cord 
usually can be lengthened with 
stretching and a short leg brace with 
a 90 degree to 110 degree stop at 
the ankle to hold the gains made by 
stretching and ambulation. 

A patient with flaccid hemiplegia 
from a cerebral accident will be un- 
able to make a voluntary movement 
when in the supine position. How- 
ever, if the patient is held in the 
erect position with the affected lower 
extremity on the floor, he will flex 
and extend the leg as in walking 
and be able to bear his body weight. 
The sensory contact of the foot on 
the floor stimulates the reflex pat- 
tern of walking. Ambulation should 
be the first procedure in the rehabili- 
tation program, as it can be accom- 
plished by the majority of patients. 

As a return of function in the 
affected upper extremity cannot be 
expected for a long period of time, 
if it ever does return, it is necessary 
to teach the patient to care for his 
daily needs with his unaffected arm. 

A right hemiplegia in a right- 
handed person is a serious disability 
because of the sensory and motor 
aphasia and the lack of skill in the 
left hand to perform the activities 
essential for daily livine. The train- 
ing of the left hand should be begun 
early as the patient must become 
left-handed if he ever hopes to care 
for his daily needs. Writing with 
the left hand is extremely important 
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as a means of communication, es- 
pecially if the speech is affected. 

The exercise program for retrain- 
ing the affected arm depends upon 
the patient. Results cannot be ex- 
pected by having a therapist work 
on the patient. Working with the 
patient so that he understands what 
exercises are to be practiced many 
times a day is the only procedure 
which will improve the disabled arm 

The fingers of the spastic hemi- 
plegic patient are practically im- 
possible to reeducate for any usetul 
purpose. If adequate function is 
attained, it will take vears of effort 
by the patient. In the aged, with 
cardiovascular disease, it is not often 
worth the effort. However, we should 
not allow the patient to give up 
hope of ever using the fingers. He 
must be made to understand that 
movements of the fingers depend 
upon the proper functionine of the 
shoulder, elbow, and hand, and 
placing the hand in positions for 
purposeful movements. 


Heavy-Resistance Exercises: The 
“Oxford Technique” 


A. N. Zinovieff, D. Phys. Med. In 
THe Bartish JOURNAL OF PHYSICAL 
MEDICINE, 14:6:129, June 1951 


DeLorme described a system of 
heavy resistance—low repetition ex- 
ercises” to build up power and vol- 
ume in various muscles, but with 
particular reference to the quadri- 
ceps, as opposed to “low resistance 
high repetition exercises’ to develop 
endurance. DeLorme’s method was 
given a trial at the Department of 
Rehabilitation and Physiotherapy, 
United Oxford Hospitals, but con- 
sistent difficulties were encountered 
At each session of exercise, while 
building up to the 10 R.M., the 
quadriceps became so fatigued that 
the last quarter of the session be- 
came very exhausting to the patient. 
In addition, the quality of per- 
formance fell off to such an extent 
that full active extension of the 
knee was by then rarely possible, 
thus detracting from the value of 
the session and preventing the per- 
formance of the exact technic 

The Oxford Technic —The princi- 
ple of “heavy resistance—low repe- 
tition” seemed to have so much to 
recommend it that it was considered 
that it should be retained. However, 
after some consideration, it was de- 
cided to reverse the procedure, in 
order te make it a more physiological 
method of exercise and yet retain 
this principle. In other words, after 
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a brief period of warming up the 
muscle by quadriceps drill and anti- 
gtavity contractions, the exercise pe- 
riod was begun with the 10 R.M., 
and then the weight was reduced at 
the end of each group of 10 lifts, 
100 lifts constituting a session. In 
this way it was believed that the fall 
in resistance could be made to ap- 
proximate to the fatigue in the mus- 
cle, and yet, in each group of 10 
lifts, the muscle would be exercised 
to its maximum of capacity. Obvi- 
ously, there are many practical difh- 
culties in estimating the rate of 
fatigue in different individuals, and 
thus assessing the amount of weight 
that should, theoretically, be dis- 
carded after each group of lifts. It 
was found after trial, however, that 
for the quadriceps a reduction of one 
pound after each group of lifts was 
a satisfactory average, and this was 
adopted 

In order to maintain rapid progres- 
sion, the patient attempted to in- 
crease his 10 R.M. by one pound 
each day, and if he was successful 
the new 10 R.M. was used as the 
Starting point for the next day's exer- 
cise session. If not, no further in- 
crease was attempted on successive 
days until this figure had been 
achieved. When the 10 R.M. was 
less than ten pounds, a proportion of 
20 repetitions was included, so as 
to maintain the lowest weight used 
as that of the limb plus the weight- 
holder (four pounds). 

In 55 consecutive outpatient cases 
with wasted and weak quadriceps 
muscles, careful records were kept 
to observe the efficacy of this tech- 
nic in developing power and volume 
Particular attention was paid to com- 
plaints of pain on doing these exer- 
cises and to the state of effusion, if 
any. These patients had no other 
physical therapy than the once-daily 
session of heavy-resistance exercises 
five days a week. They represented 
a cross section of the average type 
of cases that are treated by the acci- 
dent service of a big general hospital. 
Included were cases of traumatic 
synovitis and rotation strain of the 
knee, ligament and cartilage tears 
of the knee, post-meniscectomies, 
fractured femora, fractured tibiae, 
and so forth. The series was not 
considered to be large enough for 
detailed case analysis. 

Exercises, carried out in the fash- 
ion described, resulted in an average 
volume increase of ¥% inch every 
two and one-half weeks. The 10 
R.M. increased at just over one 
pound a day (seven pounds in five 
days), and the absolute power 
(measured by a single spring lift) 
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increased by ten pounds a week. An 
average of just over two weeks’ 
treatment was required before dis- 
charge with normal or nearly normal 
power (within ten pounds S.S.L. of 
normal quadriceps). 

The “Oxford Technic,” while re- 
taining the principle of heavy re- 
sistance—low repetition, yet allows 
a longer period of daily exercise, 
with less strain on the patient or on 
the patient's knee. For outpatients 
who are working, it provides a meth- 
od of developing volume and power 
in wasted and weak muscles, which 
takes only about half an hour five 
days a week. If the criteria for selec- 
tion of cases are strictly adhered to, 
neither difhculties nor complications 
are experienced. It is important to 
note, however, that attention to de- 
tail in performing the exercises is 
very important in obtaining the best 
results, and that the daily session 
must be supervised by a physical 
therapist or remedial gymnast. As 
with DeLorme's technic, it has been 
successfully adopted for use in mus- 
cles other than the quadriceps. 


Rheumatoid Spondylitis 


Le Moyne Copeland Kelly, M.D., 
F.A.C.P., New Haven. In ConNeEcTI- 
cuT STATE MEDICAL JOURNAL, 15: 
8:672, August 1951. 


In the treatment of rheumatoid 
spondylitis every patient should re- 
ceive a high vitamin, high caloric 
diet, regulated rest, salicylates for 
pain and daily home physical therapy 
measures. Prevention of postural de- 
formity is imperative and every ef- 
fort should be expended toward 
this end. A great deal can be accom- 
plished by relatively simple home 
measures, if the patient will carry 
them out conscientiously each day 
over a period of years. He should 
be taught to assume the proper pos- 
ture as much as possible—with the 
lower abdominal muscles pulled in, 
the thorax raised, the shoulders 
squared and the head erect. In ad- 
dition, he should be instructed in 
trunk-stretching exercises, hamstring 
and calf-stretching exercises, in deep 
breathing exercises and in special 
exercises for the correction of any 
marked postural defects. These should 
be performed twice daily at home. 
Analgesics taken an hour beforehand 
and followed by the application of 
heat often will permit the patient to 
carry out this program more enthusi- 
astically. The patient should be ap- 
praised of the necessity for a firm 
bed without pillows and instructed 
in the use of the blanket roll beneath 
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the thoracic area to effect hyperex- 
tension of the spine. In this way it 
is possible to keep the trunk in 
proper alignment, and to prevent 
deformities while the patient is re- 
ceiving more specific therapy for his 
disease. 

Rheumatoid spondylitis is not in- 
variably a chronic, progressive, dis- 
abling disease of the spinal column 
for which nothing can be done. Al- 
though it is often self-limited, in 
order to contribute to the patient's 
comfort and to prevent possible de- 
formity in the event of progressive 
involvement, it is imperative that the 
diagnosis be made early and that 
appropriate general measures and 
x-ray therapy be instituted at the 
first opportunity. 


Painful Shoulders: Periarthritis 


Hugh Smith, M.D., Memphis, Tenn. 
In THE JOURNAL OF THE TENNESSEE 
STATE MEDICAL ASSCCIATION, 44:8: 
330, August 1951. 


Periarthritis—a general term 
loosely applied to a substantial group 
of closely related conditions—may 
severely cripple a shoulder and cause 
a lot of misery. The tendency toward 
spontaneous recovery does not de- 
tract from the necessity of adequate 
and prompt treatment. Pain and dis- 
ability are frequently severe and may 
last for days, weeks or months. 
Though response to therapy fre- 
quently is slow, most of these pa- 
tients get relief from pain and a 
functional shoulder; a few retain 
a painful stiff joint; some are cured. 

For the relief of pain the follow- 
ing measures are available: novo- 
caine injections, roentgen-therapy and 
cortisone; if calcium deposits are 
present, needling and aspiration, or 
surgical incision and _ curettage. 
Splinting of the shoulder in a func- 
tional position is an adjunct to the 
above measures, but should be used 
only during the most acute phase of 
the disease. For restoration of motion 
and function, we must rely princi- 
pally upon physical therapy in the 
form of heat, massage, and active 
and passive stretching exercises, 
rarely manipulation. Obviously it is 
not necessary or desirable to apply 
all of these measures simultaneously. 
The stage of the disease and the 
facilities that are available must to a 
degree determine the most desirable 
combination 

A summary of therapy reveals that 
physical therapy is the only form of 
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treatment that is common to all 
stages and types of pveriarthritis. 
Consequently it assumes importance. 
An extensive array of equipment is 
not necessary and, though very de- 
sirable, a trained physical therapist 
is not indispensable except for the 
more complicated cases. However, 
someone must assume the responsi- 
bility for teaching these patients 
how to bake and massage their 
shoulders, and impress them with 
this fact, that baking and massage 
will not restore motion, rather it 
must be exercises performed many, 
many times. Codman exercises are 
simple and effective. With two or 
three pounds suspended from the 
wrist, and the spine flexed, the 
shoulder joint—not the shoulder 
girdle—can be exercised by side to 
side, forward and backward, and 
circumduction movements without 
fighting the forces of gravity. Simple 
pulley arrangements and wall ladders 
can be rigged up at home to sup- 
plement the Codman exercises. For 
the chronically affected shoulders, a 
home physical therapy set-up is 
mandatory since response will be 
slow, and few people can afford pro- 
longed hospitalization or the serv- 
ices of a physical therapist until they 
are well. 

When treatment is rather non- 
specific as in periarthritis, attention 
to small details is important. The 
results come slowly most of the 
time, but 80 per cent of these pa- 
tients will recover if the physician 
and the patient do not get impatient. 


Hypoventilation Syndrome in 
Bulbar Poliomyelitis 


Stanley J. Sarnoff, M.D., James L. 
Whittenberger, M.D., and John E. 
Affeldt, M.D., Boston, Mass. In THE 
TOURNAL OF THE AMERICAN MEDI- 
CAL ASSOCIATION, 147:1:30, Sep- 
tember 1, 1951. 


Because of the complex nature of 
respiratorv inadequacy due to bulbar 
poliomvelitis and the severity of as- 
sociated disturbances in acutely ill 
natients with this disease, there is 
little precise knowledge of the dis- 
turbed respiratory mechanism itself. 
In a patient whose muscles of respi- 
ration do not coordinate and whose 
respiratory air flow pattern is grossly 
irregular, it is sometimes difficult 
to tell whether the irregularity is 
caused by involvement of the respira- 
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tory center, or by the airway dif- 
ficulties engendered by cranial nerve 
involvement. It is suggested that 
this results from an altered sensitivity 
of the respiratory center to carbon 
dioxide consequent to medullary in- 
volvement in this disease. 

Underventilation was prevented in 
one instance by giving the patient 
frequent and firm verbal orders to 
breathe. 

Verbal artificial respiration can be 
effectively administered under these 
circumstances if the patient is re- 
sponsive and is observed continuously 
by competent personnel, and if it is 
not required for too prolonged a 
period. 

This type of respiratory defect may 
occur more frequently than supposed, 
but may be masked by the more ob- 
vious abnormalities of breathing in 
bulbar poliomyelitis. 

The possible hazards of oxvgen 
administration under these conditions 
have been mentioned. These poten- 
tial hazards would, however, be 
readily overcome if any significont 
diminution of spontaneous ventila- 
tion is reversed by some means of 
artificial respiration 

Electrophrenic respiration may be 
of help under circumstances wherein 
spontaneous respiration is insdequate 
or becomes so following the admini- 
stration of oxygen. It is obvious that 
at least one phrenic nerve must be 
uninvolved by the disease if electro- 
phrenic respiration is to be used. 


Effect of Transportation on Se- 
verity of Acute Poliomyelitis 


M. Bernard Brahdy, M.D.. Mount 
Vernon, N. Y., and Selig H. Katz, 
M.D., New York. In THE JTourNA! 
OF THE AMERICAN MEDICAL Asso- 
CIATION, 146:9:772, June 30, 1951. 


Fatality rates are recorded for a 
group of patients with poliomvelitis 
who were transported to the hospital 
over long distances, and for a com- 
parable group of patients who were 
transported short distances. In the 
same groups the deaths which oc- 
curred within twenty-four hours af- 
ter admission to the hospital are re- 
corded. All patients with poliomve- 
litis admitted to the Willard Parker 
Hospital between June 13 and Oc- 
tober 31, 1949, are included. The 
results indicate that transportation of 
patients over long distances may he 
harmful in the acute stage of the 
disease. 
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Effect of Physical Activity on 
Prognosis of Poliomyelitis 


Robert M. Albrecht, M.D. and 
Frances B. Locke, M.S., Albany, 
N. Y. In THe JourNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, 
146:9:769, June 30, 1951 


Two hundred patients from the 
1949 poliomyelitis epidemic in Nas- 
sau County, New York, are reported 
upon in this study. In each case a 
detailed history of the symptoms and 
of the physical activities from three 
days before the onset of illness to 
a number of days after the onset was 
taken 

The term ‘paralysis,’ 
this report, refers to other than 
bulbar paralysis, unless otherwise 
stated. The term “meningeal stage” 
describes the period of the illness 
characterized by one or more of the 
following: a positive Kernig sign, 
stiffness of the neck or back, and 
pain in the head, trunk, or thighs. 

Physical activities were classed in 
the histories as follows: bed rest; 
light activity, such as resting at 
home; normal activity, such as 
housework, office work, school or 
normal play; heavy activity, such as 
manual labor or strenuous sports or 
plav. The physical activities of the 
patients were rated by one person 
who, in order to exclude bias, was 
deliberately kept uninformed of the 
extent of their paralysis at the time 
of rating. In rating the cases, both 
the type and duration of activity 
were considered 

Since the evaluation of the extent 
of paralysis depends on the skill 
of the observer, and since the paraly- 
sis itself varies with time, an attempt 
was made to have all the patients 
muscle-graded by trained physical 
therapists approximately six months 
after the onset of illness. All of 
the gradings were tabulated on 
standard forms for muscle grading 
used routinely by the New York 
State Department of Health 

There was found no correlation 
between the severity of paralysis 
and the activity in the three days 
preceding the onset of illness; nor 
did activity in the three days before 
the onset of the meningeal stage 
seem to influence subsequent paraly- 
sis. The bulbar cases were too few to 
permit conclusions to be drawn 

There is no statistically signifi- 
cant relationship between severity 
of exercise and severity of paralysis, 
except in adults 

Age is a major factor in the prog- 
nosis of poliomyelitis. Adults, ir- 
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respective of activity, are more se- 
verely affected than children 

Factors other than age and ac- 
tivity, such as the nature of the 
virus, previous experience with it, 
the size of the infecting dose and 
constitutional factors, are of major 
importance in the prognosis of 
poliomyelitis 


Poliomyelitis: 
and Treatment 


Martin H. Seifert, M.D. In Quar- 
TERLY BULLETIN OF NORTHWEST- 
PRN UNIVERSITY MEDICAL SCHOOL, 
25:3:286, Fall 1951. 


The problem of diagnosis is still 
a perplexing one, because of the 
relative tarity of this disease. The 
most important quality of the physi- 
cian in the diagnosis of any disease 
is suspiciousness. In regard to polio- 
myelitis, when illness occurs, with 
fever, particularly between July 1 
and November 1, you should shinkg 
of poliomyelitis. If you consider it 
at all, you will at least do the things 
that would rule it out. 

Once the diagnosis of polio- 
myelitis has been settled, the patient 
should be taken to the hospital, 
placed in a poliomyelitis bed with a 
board under the mattress, a foot 
board separated from the mattress 
by blocks, with blanket, sheets, and 
no pillow 

Passive motion of the arms and 
legs should be started four or five 
times daily from the beginning in 
any but the most critically ill pa- 
tient, as this will frequently save 
weeks of stretching later. As the 
fever recedes, Kenny packs are or- 
dered, as needed, for sore or tight 
muscles. Wien the febrile period 
is passed and the patient is strong 
enough to tolerate it, the physical 
therapist should do a detailed mus- 
cle analysis. When this has been 
completed (it may take several days 
to do it piece-meal in a severely in- 
volved patient), the orthopedist 
should check the patient and pre- 
scribe packs, exercise, hydrotherapy 
in tub or tank, and whatever else 
might be necessary for treatment of 
the disability. Cooperation between 
the medical attendant and the ortho- 
pedist is important to make sure that 
the treatment is not too strenuous 
for the individual patient. It serves 
no useful purpose to wear out the 
patient in the process of rehabili- 
tation 

In the treatment of the 
case, as with no other patient, 
work is essential. If the 
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handling his secretions well and 
breathing adequately, leave him 
ALONE, except for careful watch- 
ing and helpful nursing. 

Remember, restlessness, uncoop- 
erativeness, and combativeness on 
the part of the patient are not signs 
of a peculiar personality. They are 
signs of anoxia. Many times such 
a patient has become entirely ra- 
tional and cooperative within a few 
minutes after the airway was cleared 
by suction or tracheotomy. 

There is no disease in which 
teamwork is so important as in 
poliomyelitis. The attending physi- 
cian, the nursing staff, the resident 
staff, the laryngologist, orthopedist, 
physical therapist, occupational ther- 
apist, and, on occasion, the anes- 
thetist, must all cooperate if success 
is to be attained. 


Rheumatoid Arthritis—Diagno- 
sis and New Concepts of Therapy 


Harold N. Neu, M.D., and William 
}. Reedy, M.D., Omaha, Nebr. In 
THe NesBRASKA STATE MEDICAL 
JOURNAL, 36:9:293, September 1951 


Neu and Reedy 
their study of rheumatoid arthritis 
that, while the important agents, 
ACTH and cortisone, are here to 
stay, they are not without danger. 
Likewise they will not be a com- 
pletely satisfactory addition to the 
weapons with which we combat 
rheumatoid arthritis until more effec- 
tive methods of prolonged adminis- 
tration become available. 

They feel that before employing 
these agents it is important that an 
accurate differential diagnosis of the 
rheumatoid arthritis be made. They 
suggest further that the measures of 
proved value which have been em- 
ployed in the past should be utilized. 
These are mental and physical rest, 
rest to the involved joints, the great 
tripod of physical therapy (heat, 
massage, exercise), occupational ther- 
apy, diet, control of pain with the 
simplest measures such as aspirin, 
the judicious employment of psycho- 
therapy. Thus oftentimes excellent 
improvement will be secured with- 
out overburdening the patient with 
expensive medication, following the 
discontinuance of which he is most 
likely to have a relapse. 

The greatest usefulness of hor- 
mone therapy is to induce a remis- 
sion during which the above physical 
measures may be fully instituted. 
These measures should be continued 
after hormone therapy has been with- 
drawn. 
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It is hoped that the utilization of 
these agents in the hands of investi- 
gators will lead us to more funda- 
mental concepts of the etiology of 
rheumatoid arthritis and other rheu- 
matic disorders and thereby point 
the way toward ultimate effective 
management. 


Use of the Rocking Bed to 
Augment Ventilation in Patients 
with Poliomyelitis 

Clarence W. Dail, M.D., Elizabeth 
Austin, M.D., O. L. Huddleston, 
M.D., Ph.D., and Albert G. Bower, 
M.D., Los Angeles, California. In 
CALIFORNIA MEDICINE, 75:1:15, 
July 1951. 


As the first step in an attempt to 
clarify criteria for use of the rocking 
bed rather than the respirator as an 
aid to breathing for patients with 
weakness of respiratory muscle func- 
tion caused by poliomyelitis, ventila- 
tion studies were done on seven pa- 
tients with pronounced weakness or 
paralysis of the respiratory muscles. 
Average tidal air volume was con- 
siderably less when the patient was 
on the rocking bed than when he 
was in the respirator. Since the tidal 
air volume with the patient on the 
rocking bed represents the maximum 
that can be produced with the ap- 
paratus, whereas the volume in the 
respirator represents the patient's 
usual tidal air and the respirator is 
capable of a greater volume if nec- 
essary, it is apparent that in cases 
of complete paralysis of the respira- 
tory muscles the respirator has a 
large margin of safety, the rocking 
bed none 

From clinical observations made on 
51 patients who were put upon the 
rocking bed—23 of them early in the 
course of the disease and 28 after 
they had been ill three months or 
more—it was concluded that the 
rocking bed is contraindicated for 
patients who are febrile and in 
whom the disease is progressing 
rapidly, and for those with atelectasis 
or urinary or pulmonary infection. 
It must be used with extreme care 
in the case of patients early in the 
course of the disease who are not 
tracheotomized because of tend- 
ency toward increased accumulation 
of mucus and the danger of atelecta- 
sis 


General guides were developed 
with regard to use of the rocking 


bed for patients with post-acute 
poliomyelitis, and somewhat differ- 
ent rules were drawn for use of the 
apparatus in cases in which there is 
a chronic respiratory problem. 
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The rocking bed will give artificial 
respiration in cases of respiratory 
weakness, but will not provide 
enough tidal air for the patient with 
paralysis of the muscles of respira- 
tron. 


Shoulder-Hand Syndrome Fol- 
lowing Myocardial Infarction: 
Treatment by Procaine Block of 
the Stellate Ganglion 


Daniel M. Swan, M.D., and John M. 
McGowan, M.D., Quincy, Mass. In 
THr JOURNAL OF THE AMERICAN 
MepicaL ASSOCIATION, 146:9:774, 
June 30, 1951. 


The shoulder-hand syndrome oc- 
curs in approximately ten to twenty 
percent of cases of myocardial in- 
farction. The degree of disability re- 
ported has been variable; in some 
cases it has been described as minor; 
in other cases it has been extremely 
severe, leading to serious incapacity 
and inability of the patient to per- 
form useful work. 

Formerly, treatment recommended 
for this condition included physical 
therapy, roentgen treatments, gan- 
glionectomy and periarterial sympa- 
thectomy. sufficient number of 
cases of procaine block of the stellate 
ganglion have been reported in the 
literature to indicate the beneficial 
results of this treatment. 

This paper reports the results of 
treatment of a series of patients 
with shoulder-hand syndrome by stel- 
late block with procaine hydrochlo- 
ride by the anterior approach. This 
method is considered to be fairly 
simple and is consistently successful 
when emploved with a reasonable 
amount of skill. The results have 
heen excellent in every case. 


Treatment of Lame Backs 


Frank R. Ober, M.D., 
In PosTGRADUATE MEDICINE, 
146, August 1951. 

Many patients with lame backs 
are treated by the family physician 
and most of them recover under his 
care. Sedatives are given to relieve 
not only pain but also spasm of the 
back muscles. The bed recommended 
should be firm and flat, a bed board 
to be used if necessary. 

Application of heat by means of 
hot packs. electric pad (low heat), 
or a heat lamp is soothing and helps 
to relieve pain and muscle spasm. 
Prolonged heat increases congestion 
and often causes more discomfort. 
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Generally speaking, heat should be 
applied for approximately 15 minutes 
and repeated at four hour intervals. 

The back can be protected more 
or less by a 10 inch wide Ace or 
similar bandage or by a  scultetus 
binder. In the less severe types of 
backache which are sudden and not 
too incapacitating, adhesive plaster 
strapping often is helpful. In pro- 
longed cases of backache a well fit- 
ting corset is the most useful of all 
supports if it is properly constructed. 
Steel braces will fit when the patient 
stands, but not when he sits, often 
digging into the lumbar muscles and 
causing spasm. 

The problem in the lame back is 
to secure relief of pain and muscle 
spasm and to restore the physiologic 
curves of the spine. The ambulatory 
lame back patient must be given 
advice about stooping, lifting and 
twisting. Any of these movements 
will increase the symptoms and, if 
the patient is symptom-free, may 
cause a recurrence, especially if noth- 
ing has been done to restore the pa- 
tient’s musculature after he has re- 
covered from an attack 

The first rule in treating any joint 
is to impress upon the patient the 
fact that any act which causes pain 
is bad. 

The proper way to lift an object 
is to do so with the knees flexed, 
preventing the posterior thigh and 
leg structures from pulling on the 
low back. Individuals who have short 
posterior leg, buttock and thigh mus- 
cles and fasciae are restricted in for- 
ward bending so that there is in- 
creased leverage on the lumbosacral 
and sacroiliac regions. This fact 
makes these persons more susceptible 
to backache. 

After the pain and muscle spasm 
have subsided, the muscles which 
support the back must be restored by 
special exercises. Contracted fasciae 
and muscles should be stretched out, 
and, after these two things have been 
accomplished, exercises to correct bad 
posture are prescribed. 

One exercise which is frequently 
prescribed is forward bending of the 
trunk when the legs are straight. 
This exercise should not be done as 
it may cause a recurrence of the 
difficulty 

Where there has been interference 
with joint function there has been, 
as a result. a disturbance of the mus- 
cles controlling that joint. Therefore, 
exercises must be prescribed which 
will restore these muscles to a nor- 
mal function or there will be re- 
currence of joint disability. 

A ereat manv patients have lame 
backs from a short leg or from in- 
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equalities in the pelvis which pro- 
duce a functional curve of the spine 
The spine is made plumb by blocking 
up the heel of the shoe on the side 
of the convexity of the curve until 
it is straight 

If the calf muscles are short on 
passive dorsal flexion of the foot 
with the knee extended, the heels of 
the shoes should be raised enough to 
compensate for such shortening. In 
many instances of moderate sciatic 
pain, raising the heel on the opposite 
side will give relief, sometimes in a 
few days 

The stretching and muscle exer- 
cises should be continued for several 
weeks or until all the shortened 
structures are stretched, the muscles 
restored to normal, and the bad pos- 
ture has been corrected 


Immediate Treatment of Hand 
Injuries 


Sumner L. Koch, M.D., Chicago, Il 
In THe PENNSYLVANIA MEDICAl 
JOURNAL, 54:8:721, August 1951 


The principles of the immediate 
treatment of injuries of the hand are 
identical with those of compound 
injuries elsewhere, and it is those 
principles, rather than specific de 
tails, which are stressed. They are 
stated very briefly, and followed by 
Doctor Koch's short elaboration on 
each principle 

1. Protect the 
infection 

». Stop bleeding 

3. Determine the extent of injury 

4. Transform the contaminated 
wound into a clean wound 

5. If the latter can be accom- 
plished, bring fractured bone frag- 
ments into position, repair the in- 
jured structures, and close the 
wound 

6. If one is uncertain as to the 
cleanliness of the wound, reduce 
fractured bone fragments but leave 
injured tendons and nerves undis 
turbed, and either leave the wound 
open or bring wound edges together 
without tension 

Cover the entire injured area 
with a large compression dressing 

8. Apply a splint to keep the part 
at rest 

A few words should be added con 
cerning the later treatment of in 
juries of the hand, after wound 
healing is complete. If further surgi 
cal treatment is indicated, it should 
be delaved until inflammatory reac 
tion and deep induration about the 
site of injury have subsided. If in 
fection develops after the original 
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injury, bacteria will remain viable 
in the deeper tissues for a number 
of weeks after wound healing is 
complete. Inflammatory reaction per- 
still longer and makes ex- 
posure and mobilization of injured 
structures tedious and difficult. The 
best results will be secured if second- 
ary operations are delayed until the 
tissues are as nearly normal as pos- 
sible 

During the waiting period much 
can be accomplished by simple phys- 
ical therapy. One of the most helpful 
procedures available is to have the 
patient soak the injured hand for 15 
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or 20 minutes at least twice daily 
in warm soapy water, massaging it 
gently with a soft washcloth during 
the period of soaking, and to have 
him move the fingers through as 
wide a range of movement as pos- 
sible without producing swelling and 
pain. To stimulate circulation and so 
improve the nutrition of the tissues, 
and to maintain flexibility and in- 
crease the range of movement at 
the small joints of the hand are 
objectives that should be constantly 
kept in mind as one awaits the most 
favorable moment for secondary 
operation. 


Book Reviews ..... 


Functional Anatomy of the 
Limbs and Back. By Henry 
Hollinshead, A.B., M.S., Pb.D.. Head 
of the Section on Mayo 
Clinic, Rochester; Professor of Anat- 
Mayo Foundation, University 
ot Minnesota. Hard cover. Price, 
$6.00. Pp. 341 with 122 illus. W. B 
Saunders Co., Philadelphia, 1951 


Anatomy, 


omy 


Functional Anatomy of the Limbs 
and Back” is as the title indicates, 
a functional approach to the study 
of human anatomy. It is written in 
a simple style and should be easily 
understood by those with even a 
meager background in the biological 
sciences. The section on the nervous 
system, which is usually so difficult 
and intricate to describe, is especially 
well written 

The author groups the anatomy of 
specific parts of the body, and thus 
gives the reader an excellent concept 
of structure and function. Dr. Hol- 
linshead conveys a more realistic pic- 
ture of the body acting as an inte- 
grated unit rather than the old con- 
cept of the body being composed of 
many individual systems. When, for 
example, he discusses the arm, he 
describes its integrated function in 
terms of bones, muscles, nerves, 
blood supply, etc 

The book is well illustrated and 
it is an excellent text book for those 
who are interested in getting a gen- 
eral idea of the anatomy of move- 
ment. However, the illustrations are 
-” diagrammatic that it may be some- 
what confusing to the student who 
intends to do dissection 

The author fails to discuss motor 
points which is especially important 
inasmuch as the book is intended for 
students of physical therapy. Never- 


theless, this book is an excellent 
approach to the study of anatomy and 
a worth while contribution to the 
science of human anatomy. 


Reviewed by JosePH ROBINSON, 
A.B., M.A., M.D., Chief of Neuro- 
psychiatry, Community Hospital, 
Philadelphia. 


Manual Therapy. By James B. 
Me nnell, M.A., M.D., B.C. (Cantab), 
Hon. Consulting Physician in Physi- 
cal Medicine, St. Thomas's Hospital, 
England. (A Monograph in Ameri- 
can Lectures in Physical Medicine— 
#85). Edited by W. A. Selle, Ph.D. 
Simulated leather. Price, $2.25. Pp. 
64, with 10 illus. Charles C Thomas, 
Springfield, 1951. 

This small booklet which is com- 
plete in its manual therapy applica- 
tion by James B. Mennell is an un- 
usually fine contribution and will be 
extremely valuable not to the physia- 
trists and physical therapists alone, 
but to all practicing physicians and 
therapists in the field of physical 
medicine and rehabilitation. 

It is written in a most compre- 
hensive manner with good illustra- 
tions disseminating the unique skill 
of Dr. Mennell as chough one is 
hearing him talk. The fact that it 
contains only 64 pages with all ma- 
terial necessary makes it worth while 
reading and a valuable book in one’s 
library. 

Its contents are: introduction, mas- 
Sage, Passive, assistive, resistive move- 
ments, and joint manipulation. This 
last subject is becoming more impor- 
tant every day, and unless postgrad- 
uate courses are instituted to pass on 
this artistic skill to other physicians 
in this specialty, it will remain in the 
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hands of the non-medical men and 
in Greek history. Both Dr. Mennell 
and the publisher are to be congratu- 
lated for producing this excellent 
little book which is highly recom- 
mended for its valuable material. 


Reviewed by C. G. Psaxi, M.D., 
Chief, Physical Medicine and Reha- 
bilitation, Veterans Administration, 


Philadelphia. 


From a Doctor's Heart. By Eugene 
F. Snyder, M.D. (Autobiographical 
story of a physician who has cor- 
onary thrombosis, and how he re- 
covers.) Hard cover. Price, $3.75. 
Pp. 251 with 18 line drawings and 
caricatures. Philosophical Library, 
New York, 1951. 


This small, excellently written 
book can be viewed and reviewed 
from two aspects and from either it 
is a success. In the first place, it 
may be read as one of the rapidly 
growing list of books on specific 
medical problems written by physi- 
cians for a lay audience. On the 
other hand, it may be considered as 
the autobiography of a modern man 
seeking and finding a philosophy of 
life for himself and for the world, 
a man who has been called on to 
face numerous changes and sorrows, 
and for whom the time of his illness 
served as an opportunity for reflec- 
tion and introspection. 

The book is written in the form 
of expanded discussions with his 
wife (who is also a physician) and 
their son. On the framework of 
questions asked by the son (who 
at the time of his father’s coronary 
attack was a high school student) 
Dr. Snyder is able to explain in 
simple terms the various forms of 
both organic and functional heart 
disease, the problem of psychoso- 
matic medicine, and the growing 
understanding of the moral and spir- 
itual factors affecting mental and 
physical health. The medical in- 
formation is given accurately and, 
while no attempt is made to min- 
imize the seriousness of cardiovascu- 
lar disease, the author also stresses 
the dangers of a cardiac neurosis. 

To this reviewer, however, the 
book was more interesting as an 
autobiography of a man's growth 
from a youth in Czarist Russia, 
through medical school and early 
years of practice in Czechoslovakia, 
of another flight to escape persecu- 
tion by coming to the United States, 
the development of his practice in 
this country, and then the sudden 
illness. Each one of these has played 
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a part in developing the man and 
the physician we see mirrored in 
this book. 

This is not a text-book and its 
appeal is to those without as well 
as within the field of medicine or 
allied subjects. 


Reviewed by ADELINE B. GAUGER, 
M.D., Baruch Fellow in Pbhysi- 
cal Medicine, Columbia-Presbyterian 
Medical Center, New York. 


Balance and Rhythm in Exercise. 
By Maja Carlquist and Tora Amy- 
long. Translated from the Swedish 
by Madeleine Hamilton. Illustrated 
by Georg Lagerstedt. Hard cover. 
Price, $3.50. Pp. 144 with more than 
200 illus. The Viking Press, Neu 
York, 1951. 


This is a collection of exercises 

based on the Swedish type of gym- 
nastics. Detailed suggestions on how 
to plan and how to deliver the ex- 
ercise lessons are given. The im- 
portance of the natural way of 
movement is stressed. The exact form 
of each exercise is noted in the de- 
scription. Diagnosis of exercise les- 
sons and descriptive illustrations 
complete this booklet which will be 
of value to all those interested in 
physical education. It is recom- 
mended to physical therapists inter- 
ested in widening their experience 
and background in the field of 
exercises. 
Reviewed by Hans Kraus, M.D., 
Assistant Professor of Physical Medi- 
cine, New York University-Bellevue 
Medical Center, New York City. 


Modern Abnormal Psychology. 


By William H. Miékesell, Pbh.D., 
Head of the Department of Psychol- 
ogy at the University of Washburn. 
Cloth binding. Price, $10.00, Pp. 800. 
Philosophical Library, New York, 
1950. 


“Modern Abnormal Psychology” is 
a text book which should be of great 
value to both psychologists and psy- 
chiatrists. The list of contributors 
reads like a “who's who in psychol- 
ogy and psychiatry” and each one 
writes in such a plain but interesting 
manner, that even lay persons will 
find it both absorbing and informa- 
tive. 

The chapters dealing with mental 
mechanisms is especially clear, as 
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are also the chapters dealing with 
the various schools of thought in 
psychiatry. 

The subject of mental illness is 
covered in several chapters, but more 
space might have been devoted to 
drug addiction, especially in view of 
the present day feeling and interest 
concerning this illness. 

Psychiatric treatment is also out- 
lined in a rather superficial manner. 
However, inasmuch as the book was 
written for both lay and professional 
persons, one can readily see how too 
much detail might be considered both 
superfluous as well as confusing to 
the public in general. 

The book is indexed by names and 
subject matter which greatly enhances 
its use as a reference text. It is a 
valuable asset to every psychologist 
and psychiatrist. 


Reviewed by JosePH ROBINSON, 
A.B., M.A., M.D., Chief of Neuro- 
psychiatry, Community Hospital, 
Philadelphia. 


The Origin of Medical Terms. 
By Henry Alan Skinner, M.D., 
F.R.C.S. (C.), Professor of Anatomy, 
University of Western Ontario, Can- 
ada. Cloth. Price, $7.00. Pp. 379, no 
illustrations. The Williams and W il- 
kins Company, Baltimore, Maryland. 
1949. 


This is a luxury book for the stu- 

dent with a curiosity about words 
and an interest in history—somewhat 
like the second car in a two-car 
garage—not needed for everyday 
trafic but nice to have available. It 
is a compendium of historical and 
etymological facts about medical 
terms, covering the general field of 
medicine but particularly directed 
towards the basic medical sciences of 
anatomy, physiology, biochemistry, 
and pathology—terms, in the author's 
opinion, most likely to be encoun- 
tered by the beginning medical stu- 
dent. It is written in dictionary style 
beginning with “abbie’ and ending 
with “zymogen.” The appendix in- 
cludes a bibliography of 105 refer- 
ences from which the material was 
compiled and a table of chemical ele- 
ments and their discoveries. Here is a 
collection of many interesting facts of 
medical history and word lore, suc- 
cinctly written—a book that will 
complement but not supplant a medi- 
cal dictionary. 
Reviewed by DorotHy M. Dean, 
M\S., Associate in Physical Medicine, 
Northwestern University Medical 
School. 
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METHODS OF CLINICAL INSTRUCTION IN PHYSICAL 
THERAPY—Beatrice E. Whitcomb, Capt., WMSC 
(10c) 


PHysicAL THERAPY IN THE HomMeE—Aprthar L. 
Watkins, M.D. (Sc) 


PHysicAL THERAPY IN STATE CRIPPLED CHIL- 
DREN'S PROGRAM—Clara M. Arrington (Sc) 


Tue Use or Leap-up FUNCTIONAL EXERCISES TO 
SUPPLEMENT Mat Work—Morton Hoberman, 
M.D., Erbert F. Cicenia, Hyman L. Dervitz and 
Oscar C. Sampson (10c) 


PARALLEL BARs— 
(Sc) 


ADJUSTABLE, COLLAPSIBLE 


Helen C. Coburn and Margaret Hukill 


PHYSIOLOGY OF THE HEART AND CIRCULATION 
AND Its CLINICAL APPLICATION IN PHYSICAL 
MepiciINE—A bound edition of the papers pre- 
sented in a symposium at the 1950 annual con- 
ference of the American Physical Therapy Asso- 
ciation with introduction by Harry D. Bouman, 
M.D., Coordinator ($1.00) 


EssENTIALS OF A HosprrAL DEPARTMENT—Phys- 
ICAL THERAPY—This manual is designed to supply 
broad guidance in planning, installing, equiping 
and administering a physical therapy department 
in a hospital. Compiled by experts in many fields 
and published by the American Hospital Associa- 
tion. (Members — 25c) ($1.00) 


PLAN AND SPECIFICATIONS FOR AN ALL-WELDED 
STEEL TREATMENT POOL (No charge) 


ORGANIZATIONAL GUIDE FOR SCHOOLS OF PuHys- 
cAL THERAPY—Gives a broad interpretation of 
the essentials of a physical therapy school as estab- 
lished by the Council on Medical Education and 
Hospitals of the American Medical Association. 

(No charge) 


All requests should be addressed to American Physical Therapy 


Association, 


1790 Broadway, New York 19, N. Y. 
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Schools of Physical Therapy 


APPROVED BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 
OF THE AMERICAN MEDICAL ASSOCIATION 


Graduates of these schools are eligible for membership in the American Physical Therapy Association. 


Name and Location of School 


CALIFORNIA 


‘Childrens Hospital Society, Los Angeles 
(in affiliation with University of California, 
Los Angeles) 


‘College of Medical Evangelists, 
Loma Linda 


'Univ. of So. California, Los Angeles 


'Univ. of California Medical School, 
San Francisco 


'Stanford Univ., Palo Alto 


CoLoRADO 
'Univ. of Colorado Medical Center, 
Denver 


ILLINOIS 


Northwestern Univ. Medical School, 
Chicago 


Iowa 
1Univ. of Iowa, City 


KANSAS 


‘Univ. of Kansas School of Medicine, 
Kansas City 


MASSACHUSETTS 


Bouve-Boston School of Physical Edu. 
cation, in affiliation with Tufts 
Medford 55 


Simmons College, Boston 


Boston Univ.-College of Physical Educa- 
tion for Women, Sargent, Cambridge 


MINNESOTA 
1Univ. of Minnesota, Minneapolis 


Clinic, Rochester 


Missouri 


\Washington Univ. School of 
St. Louis 


'St. Louis Univ. School of 
St. Louis 


Medical Director 


an 
Technical Director 


Samuel S. Mathews, M.D. 
Mary J. Dodge 


F. B. Moor, M.D. a-b-c-d-e 


R. Wm. Berdan z 
a-b-d-e 
4 


Charles L. Lowman, M.D. 
Charlotte W. Anderson 


Lucile M. Eising, M.D. 
Margery Wagner 


Wm. Northway, M.D. 
Lucille Daniels 


Harold Dinken, M.D. 
Dorothy Hoag 


Emil D. W. Hauser, M.D. 
Gertrude Beard 


W. D. Paul, M.D. .. 
Olive C. Farr 


Donald L. Rose, M.D. 
Ruth Monteith 


Howard Moore, M.D. 
Constance K. Greene 


.. §{Wm. T. Green, M.D. 
)Arthur L. Watkins, M.D. 


Shirley Cogland 


Kenneth Christophe, M.D. 
Adelaide McGarrett 


Frederic J. Kottke, M.D. 
Ruby Green Overmann 


Earl C. Elkins, M.D. 
Darrell Hunt 


d-f-g 2 yrs 


a-b-c-d-e 2 yrs 


Sedgwick Mead, M.D. 
Beatrice F. Schulz 


A. J. Kotkis, M.D. 
Sr. Mary Imelda 


f-g4 2 or 4 yrs 


2 or 4 yrs 
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Jan-June 
or Sept 


Sept 


Certificate. 
or 
Diploma 


Certificate 
Degree 


Certificate 
Degree 


Certificate 
Degree & Cert. 


Certificate 
Degree 


Certificate 
gree 


Certificate 
Degree 


Certificate 


Certificate 


Certificate 
gree 


Degree 


Certificate 
Degree 


Certificate 
gree 


Degree 


Certificate 


Degree 


Degree 


Requirements Course Start 
gt 4 yrs 
4 yrs 
4yrs Sept-Feb 
4 yrs 
12 mo 
st 4 yrs 
gt 4 yrs 
gt 4 yrs 
F 
st yrs 
f-g4 2 or 4 yrs | 
= 


Name and Leeation of 


New 

Albany Hospital, Albany 
(in athliation with Russell Sage College, 
Troy) 


‘Columbia Univ., New York 


'New York Univ., School of Education, 
New York 

Nortu CAROLINA 

'Duke Univ., School of Medicine, Durham 


Oun10 
'Cleveland Clinic, Cleveland 


PENNSYLVANIA 
'D. T. Watson School of Physiatrics, 


Leetsdale 


'Univ. of Pa. School of Auxiliary Med. 
Serv., Division ot Physical Therapy, Phila 
delphia 

Texas 

‘Hermann Hospital, Houston 


'Univ. of Texas School of Medicine, 


Galveston 


VIRGINIA 

‘Med. College of Va., Baruch Center of 
Phys. Med., Richmond (in affiliation with 
Richmond Prof. Irst.) 


WISCONSIN 
'Univ. of Wisconsin Med. School, Madison 


L. S. Army MEDICAL SERVICE 

(a) Medical Field Service School, 
Brooke Army Medical Center, San An- 
tonio, Texas, and 


Fitzsimons Army Hospital, 
Denver, Colorado 


Walter Reed Army Hospital, 
Washington, D. C 


Letterman Army Hospital, 
San Francisco 


Entrance Requirements 


FOr ONE YEAK COURSE 


Gradvation from accredited school of nursing. 


Medical Director 
and 
Technical Directo: 


John W. Ghormley, 
Catherine Graham 


Wm. B. Snow, M.D 
Floy Pinkerton 

George G. Deaver, M.D 
Elizabeth C. Addoms 


Lenox Baker, M.D 
Helen Kaiser 


Walter J. Zeiter, M.D 
Mildred Heap 


Jessie Wright, M.D 
Kathryn Kelley 


George M. Piersol, M.D 
Dorothy Baethke 


Oscar O. Selke, Jr., 


G. W.N. Eggers, M.D 
Ruby Decker 


Walter J. Lee, M.D 
Susanne Hirt 


Harry D. Bouman, M.D 
Margaret Kohli 


Charles D. Shields, 
Lt. Col., M.C. 

Agnes P. Snyder, 
Major, WMSC 


H. B. Luscombe, 
Col., M.C. 

Harriet S. Lee, 
Major, WMSC 


Johan H. Kuitert, 
Lt. Col., M.C. 
Brunetta Kuehlthau, 
Major, WMSC 
Arthur E. White, 

Col., M.C. 


Emma T. Harr, 
Major, WMSC 


M.D 


Lengib 
of 
Course 


Requirement. 


a-b-d-e 12 mo 
4 yrs 


12 mo 
2 yrs 
12 mo 
4 vrs 


15 mo 


12 mo 


12 mo 


12 mo 
4 yrs 


12 mo 


12 mo 


122 


Completion of Medical Field 


Completion of Medical Field 


Completion of Medical Field 


Oct 


Sept-Feb 
Sept 


Sept 
Sept-Feb 


Mar-Sept 


Footnotes 


‘Male students admitted. 


Certificate. 
or 
Diploma 


Certificate 
gree 


Certificate 
gree 
Certificate 

Degree 


Certificate 
Certificate 
Diploma 


Certificate 
Cert. & Degree 


Certificate 


Certificate 
Degree 


Diploma 


‘gree 


Certificate 
Cert. & Degree 


Certificate 


Service School 


Service School 


Service School 


212 months’ course includes training at the Medical Field 
Service School and Fitzsimons. Walter Reed, or Letterman 
Army Hospitals. Apply directly to the Surgeon General, 
Department of the Army, Washington 25, D. C. 


Recealaureate degree with major in physical education. 
years of college with science courses 
Three years of college with science courses. 
Baccalaureate degree with required science courses. 
FOR TWO-YEAR COURSE 
f = Two years of college with science courses. 
FOR FOUR-YEAR COURSE 
= High school graduation. 


Two 
SAdditional college science credits required. 


‘Advanced standing students accepted. 


Please address initial correspondence to the School of Physical Therapy in the 
institutions listed. Tuition and fees will vary from school to school. 
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Start 
a-b3-¢ Sept 
a3-b3-d-e Sept 
Oct 
d | 
7 4 yrs Cm” 


Vol. 31, No. 12 


THE PuysicaAL THERAPY REVIEW 


Classified WANT-ADS 


If you are a qualified physical therapist with an interest 
in cerebral palsy, we have an opening available at the 
Mercy Hospital, Cerebral Palsy Clinic, Chicago, Illinois. 
Training in cerebral palsy desirable, but not imperative. 
You will not only do actual treatment, but will also 
participate in many phases of the extensive Cerebral 
Palsy Program. Replies to Mrs. Helen S. Hansen, Mercy 
Free Dispensary, 2526 S$. Calumet Avenue, Chicago 16, 
Illinois. 


WANTED: December ist, 1951, two physical therapists. 
Preference given to graduates of approved schools of 
physical therapy. Agency program offers service to crip- 
pled children under medical prescription, to patients in 
the clinic, includes care of cerebral palsy, post-polio- 
myelitis patients and other crippling conditions. Five- 
day week, liberal holidays, vacation given and sick-leave 
allowance. Write to R. G. Forbes, Personnel Director, 
The Court House, Arlington, Virginia. 


WANTED: Female physical therapist, Assistant. Fully 
equipped department, 275-bed hospital. Please write 
giving age, qualifications, picture and date available. 
Lima Memorial Hospital, Lima, Ohio. 


WANTED IMMEDIATELY: Two physical therapists 
for Cerebral Palsy Treatment Center. Attractive salary, 
paid vacations. Write Miss Susanna P. Deal, Director, 
26 Eagle Street, Albany, N. Y. 


MALE PHYSICAL THERAPIST, for Rehabilitation 

Center being established in Birmingham, Alabama, and 

opening soon. Salary and details are open. Contact Dr. 

Meyer, Medical Arts Building, Birmingham, Ala- 
ma. 


POSITION OPEN—Chief physical therapist, 
Memorial Hospital, Syracuse, New York. 


Syracuse 


HOSPITAL in the Midwest is in need of a qualified 
physical therapist, preferably one who has had training 
in cerebral palsy patient care. Excellent salary. Living 
quarters are available in the nurses’ home. Two weeks 
vacation, 15 days sick leave and six national holidays 
are given annually. Write Anthony S. Dickens, Spring- 
field City Hospital, East High St., and Burnet Road, 
Springfield, Ohio. 


WANTED IMMEDIATELY: Physical therapist to take 
charge of therapy for C.P. Pre-school, already in opera- 
tion. Excellent medical direction, location, equipment. 
Very attractive hours, salary; can offer scholarship for 
C.P. training. Experience preferred but will take new 
grad. Write Mrs. Samuel C. Metcalf, 920 Cherry, Grand 
Rapids, Mich. 


POSITIONS AVAILABLE for qualified physical thera- 
pists. Excellent beginning salary. Employees receive an- 
nual paid vacations and automatic salary increases, and 
participate in a liberal retirement plan. For application or 
information write the Wayne County Civil Service Com- 
mission, 2200 Cadillac Tower, Detroit 26, Michigan. 


QUALIFIED PHYSICAL THERAPIST wanted for chil- 


dren's polio hospital. Excellent salary; social security. 
For information write: Mrs. H. A. Kniffin, Children’s 
Country Home, Westfield, N. J. 


RATES 
The rate 


insertion is 75c per ge 
advertisement aa count 
rs and spaces per line 


ah Gan -ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders | ed to 
the American Physical Therapy Association 


Institutions or physical therapists who do not 

wish their identity known ma ‘musth for Blind 

ode No. All such want-ads must include the 
following which will be counted as 2 lines: 


Address replies to 
The Physical 
way, New York 19, N. Y. 


It is uested that descri 


actual figures 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication; the ad- 
vertiser agreeing that the Editorial Commitee shall 
be the sole and exclusive judge of the acceptance 
of any advertisement. 


Copy for want-ads must be submitted to the 
American Physical Therapy Association by the Ist 
of the month PRECEDING MONTH OF ISSUE. 


$51 
— 
| 
re DEAD LINE 
intend when referring to salary. 
et 
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Alabama 
President, George Beni Arnold, 121 S. Ann St., Mobile 20 
Secretary, Ethel Mae Norton, 726 S. 34 St., Birmingham 
Arizona 
President, Mrs. Mary T. Lyons, 1948 E. 7 St., Tucson 
Secretary, Mrs. Florence B. Collier, 1902 E. 3 St. 
Tucson 
Arkansas 
President, Geraldine Larson, 2112 Riverview, Little Rock 
Secretary, Ewing Guthrie, 314 N. Spruce, Little Rock 


California 
Northern California: 
President, Maxine Schuldt, 1680 Mission St., San Fran- 
cisco 
Secretary, Mrs. Margaret B. Farley, 2620 McAllister St., 
San Francisco 
San Diego 
President, C. Ruth Campbell, 1410 Fort Stockton Dr., 
San Diego 
Secretary, Anna J. Janett, 525 Kalmia, San Diego 
Santa Barbara: 
President, Mrs. Rhoda Roberts, Ventura Co. Hosp., 
Ventura 
Secretary, Mary Isham, 1734 State St., Santa Barbara 
Southern California. 
President, Mrs. Roxie Morris, 9616 San Gabriel St., South 
Gate 
Secretary, Mrs. Mary Dodge, 11225 Ivy Pl., Los Angeles 
34 
Carolina 
President, Mrs. Marguerite W. Hutto, 15091 Raeford 
Rd., Fayetteville 
Secretary, Mrs. Sally Lowe, Rex Hosp., Raleigh, N. C. 
Colorado 
President, Katharine Chilcote, V.A. Hosp., Ft. Logan 
Secretary, Virginia Vickers, 756 Colorado Blvd., Denver 
Connecticut 
President, Herbert Jones, Hosp. for Chronic Illness, 
Rocky Hill 
Secretary, Victoria Preitner, Hosp. for Chronic Illness, 
Rocky Hill 
Delaware 
President, Jean Wiley, 42 Hurst Rd., Deerhurst, Wil- 
mington 
Acting Secretary, Christine Lutz, Delaware Curative 
Workshop, 16th and Washington Sts., Wilmington 


District of Columbia 

President, Dorothy E. Voss, 107 Thor Dr., Rte. 1, Falls 
Church, Va. 

Secretary, Dorothy Barnhart, 918 18 St., N.W., Wash- 
ington 

Florida 

President, Mrs. Audrey C. Lester, 300 Royal Palm Way, 

Palm Beach 


Secretary, Mrs. John Hedrick, 2986 S.W. First St., 
Miami 35 


ia 
President, Mrs. Hazel Stephens, Warm Springs Found., 
Warm Springs 
Secretary, Genevieve Collins, Warm Springs Found., 
Warm Springs 
Idaho 
President, Christine K. Kline, 1702 Jefferson St., Boise 
Secretary, Anna Sweeley, 1719 N. 18 St., Boise ~ 
Illinois 
President, Jean Roland, 2301 W. Farwell Ave., Chicago 
Secretary, Beatrice Bozarth, 4206 N. Winchester Ave., 
Chicago 18 
Indiana 
President, Mrs. Patience Stom, 4625 Sunset Ave., Indian- 
apolis 
Secretary, Nelda Johnson, 3001 N. New Jersey St., Cross- 
roads Rehab. Center, Indianapolis 
Northern Indiana: 
President, J. Nelson Mosher, 918 Bellevue Ave., South 


nc 
Secretary, Adeline Emmerling, South Bend Clinic, 120 N. 
Lafayette Blvd., South Bend 
Iowa 
President, Charlotte Vasey, 210 E. Davenport St., lowa 
City 
Secretary, Barbara Lee, Westlawn, Box 191, lowa City 
Kansas 
President, Minerva W. Cheshire, 426 S. Green, Wichita 7 
Secretary, Mrs. Fern Parker, 1002 N. Ridgewood, Wichita 
Kentucky 
President, Eloise Draper, 2511, Concord Dr., Louisville 
13 
Secretary, Mrs. Caroline Randolph, 146 Fenley Ave., 
Louisville 
Louisiana 
President, Audrey Ullman, Foundation Hosp., Jefferson 
Highway, New Orleans 21 
Secretary, Merton Miller, Apt. C, 1033 Moss St., New 
Orleans 
Maine 
President, Lois M. Burns, Hyde Mem'l Home, Bath 
Secretary, Rowena Walden, Me. Gen'l Hosp., Portland 
Maryland 
President, Dorothy Boynton, 219 Murdock Rd., Balti- 
more 12 
Secretary, Mary F. McDowell, 1923 Taylor Ave., Balti- 
more 14 
Massachusetts 
President, Virginia Greenwood, 23 Oxford Rd., Newton 
Center 
Secretary, Ruth Langley, 331 N. Main St., Randolph 
Michigan 
President, Mabel Holton, W. A. Foote Mem’! Hosp., 
Jackson 
Secretary, Marjory W. Ketchum, 917 Leahy St., Muske- 
gon Hgts. 
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Minnesota 

President, Hazelle M. Erickson, 3416 Fifth Ave., S., 
Minneap!is 

Secretary, Annette Larson, 177 Leavenworth St., St. Paul 
ll 


Southern Minnesota: 
President, Esther Swartz, 15 12 Ave., N.W., Rochester 
Secretary, Frances Abendroth, 802 4 St., $.W., Rochester 


Missouri 

Eastern Missouri: 

President, Lorraine Lake, 5534 Cates Ave., St. Louis 12, 
Mo. 

Secretary, Mrs. Ruth Benz, 2919 Forrest Dr., Alton, Ill. 

Western Missouri: 

President, LaVerne McNabb, 610 Orient Dr., Kansas 
City, Kans. 

Secretary, Mrs. Gloria Morton, 148 Pawnee, Lawrence, 
Kans. 


Montana 
President to be appointed. 
Secretary, Dora Dykins, 214 Hawthorne Ave., Lewistown 
Nebraska 
President, Mrs. Mary Lindball, 3604 Grant St., Omaha 
Secretary, Mrs. Betty Soder, 611 N. 42 St., Omaha 
New Hampshire 


President, Ruth Murray, River Rd., Penacook 
Secretary, Mary Bullock, R.F.D. #4, Concord 


New Jersey 
President, Marie Heghinian, 307 Fairmount Ave., Jersey 


ity 6 
Secretary, Jean Smith, 294 Montgomery St., Bloomfield 


New Mexico 


President, pending 
Secretary, Hilda Voetberg, 58 S. Federal Pl., Santa Fe 


New York 
Central New York: 
President, Donald McCuen, 101 Downing Rd., DeWitt 
Secretary-Treasurer, Thelma Gwilt, 106 E. Beard Ave., 
Syracuse 
Eastern New York: 
President, Elizabeth Ammerman, 1168 Glenwood Blvd., 
Schenec 


tady 8 

Secretary, Betty Nichols, 30 Front St., Schenectady 

New York Chapter: 

President, Elizabeth Addoms, 1 Clark St., Brooklyn 2 
Secretary, Stacy Psychoyos, 616 E. 26 St., Brooklyn 19 
Western New York: 

President, Verona Blair, 34 Milton St., Williamsville 21 
Secretary, Dorothy Shaw, 333 Ashland Ave., Buffalo 


Ohio 
President, Sarah Martz, V.A., Cuyahoga Bldg., Cleveland 


14 
Secretary, Lucy Jones, Crile V.A. Hospital, Cleveland 


Oklahoma 


President, Mary E. Rexroad, 1423 N.W. 28, Okla. City 
Secretary, Stella Spaulding, 6500 E. 11 St., Tulsa 


Oregon 
President, Mercedes Weiss, 2134 S.E. 57 Ave., Portland 
Secretary, Elizabeth Fellows, 1535 S.W. 11 Ave., Port- 
land Rehab. Center, Portland 


Pennsylvania 

President, Bessie D. Johnson, 2 E. Mercer Ave., Haver- 
town 

Secretary, Helen F. Snelbaker, 1311 Finance Bldg., Phila- 
delphia 2 

Western Pennsylvania: 

President, R. Lewis Brown, 37 Florence Pl., Pittsburgh 28 

Secretary, Martha Wratney, 1317 Iten St., Pittsburgh 12 


Puerto Rico 
President, Priscilla Jusino, 651 Miramar Ave., Stop 11, 
Santurce 
Secretary, Alice Torres-Bulls, Box 1927, San Juan 


Rhode Island 


President, Helen Babcock, 12 Portland St., Providence 
Secretary, Frances Roots, 81 Brown St., Providence 6 


South Dakota 
President, Carol Spensley, c/o P.T. Dept., Royal C. 
Johnson Mem’! Hosp., Sioux Falls 
Secretary, Katharine J. Gale, 222 N. Grange, Sioux Falls 


Tennessee 
President, Deborah Kinsman, 3608 Brighton Rd., Nash- 
ville 
Secretary, Mrs. Helen T. Nail, State Health Dept., 420 
6 Ave. N., Nashville 


Territory of Hawaii 
President, Henry N. Thompson, Jr., Kauikeolani, Chil- 
dren's Hosp., 226 N. Kuakini St., Honolulu 17 
Secretary, Arloa Ridder, Queen's Hosp., P.O. Box 614, 
Honolulu 9 
Texas 
President, Martha Schmalenbeck, Gonzales Warm Springs 
Foundation, Gonzales 
Secretary, Gladys P. Swayze, 827 Rutland, Houston 7 


Utah 
President, Robert G. Green, 981 S. 10 E. St., Salt Lake 
City 
Secretary, Mrs. Johnell Yurka, 2623 Alden, Salt Lake City 


Vermont 
President, Margaret Corbin, Mary Fletcher Hosp., Bur- 
lington 
Secretary, Veronica Cullinan, 159 S. Union St., Burling- 
ton 
Virginia 
President, Susanne Hirt, P.T. School, Med. College of 
Va., Richmond 
Secretary, Sarah Jean Smith, 3107 Stonewall Ave., Rich- 
mo: 
Washington 
President, Carolyn Bowen, 8623 41 St., S.W., Seattle 6 
Secretary, Barbara Fassett, 100 Crocket St., Seattle 9 
West Virginia 
President, Mrs. Marguerite C. Rukse, Box 85, Amherst- 
dale 
Secretary, Mrs. Georgia Traub, Morris Memorial Hosp., 
Milton 
/isconsin 
President, Norma M. Grundemann, 3617 N. 13 St., Mil- 
waukee 6 
Secretary, Alice Butler, Physical Therapy Dept., V.A. 
Hospital, Madison 
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can YOU make 


effective diathermy 
treatment 
applications in 

9 seconds or less? 


You can with the Liebel-Flarsheim SW-660 dia- 
thermy! The ingeniously designed unit, the ver- 
satile applicators and the adjustable counterbal- 
anced arms all contribute to faster set-ups and 
more efficient treatment. Why not write us for all 
the facts today! 


THE LIEBEL - FLARSHEIM COMPANY 


CINCINNATI 2, OHIO 


TRUTH Is SO POTENT... 
WHY RESORT TO ANYTHING LESS? 


THE BIRTCHER 
CORPORATION 


5087 Huntington Drive 
Les Angeles 32, Calif. 


Since 1939, when the Birtcher demonstration of the proven 


Hyfrecator was first introduced 
to the Medical Profession, over 
70,000 doctors have purchased 
the device. A great number of 
unsolicited testimonials have 
been received praising its broad 
usefulness, its convenience and 
its simplicity. 


Such widespread acceptance and 
approval make a convincing 


Send for free literature 


Nome 


worth of the Hyfrecator in prac- 
tically every type of practise. If 
you do not own one, now is 
the time to investigate how a 
Hyfrecator may be of value in 
your office. It is inexpensive; it 
is probably the best dollar value 
one can find today. Complete 
descriptive literature of the 
instrument and its uses is yours 
for the asking. 


Address. 


City. 
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